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Abstract
Coronavirus disease (COVID-19), first introduced in the United States on January 20,
2020, has created worldwide panic due insufficient research and understanding of the nature of
this new disease. Patients suffering from COVID-19 often require intensive care unit (ICU)
admissions, resulting in stress and confusion amongst patients and their families. The high
transmissibility of the disease has caused hospitals to adopt firm visitor restrictions to protect the
public from exposure and spread. Families experience increased anxiety and stress due to
ineffective communication with staff and restricted access to their hospitalized loved ones. A
needs assessment revealed a gap in care regarding communication standards between medical
staff, patients, and the patients’ family members in an academic hospital located in northeast
Texas. This quality improvement project was designed to close that gap by creating a
standardized communication guide to record patient updates and improve family involvement
during the isolated hospitalization. A review of literature analyzed the family-centered care
model, COVID-19 isolation standards, hospital communication standards, and barriers to that
communication. Rosswurm and Larrabee’s Model of Evidenced-Based Change theory provided
the underlining theoretical framework for this project’s development and implementation.
Pre-surveys were administered to the families of isolated patients to determine the current
communication satisfaction and stress. A post-survey was administered following the use of the
COVID ICU Communication that determined that there was an improvement in satisfaction,
however and increase in stress. The sample size was limited due to the reduction in COVID
census within the hospital effecting the results of the surveys.
Keywords: COVID-19, ICU, communication, stress, isolation, family-centered care
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The Efficacy of a Communication Guide on Stress Experienced by Family Members of
Patients Admitted in the Intensive Care Unit with COVID-19
The purpose of this DNP quality improvement (QI) project is to reduce stress related to
ineffective communication with the hospital staff experienced by families who have a family
member admitted to the intensive care unit (ICU) with the novel coronavirus (COVID-19).
Including families in patient care is associated with a decrease in physical, mental, emotional,
and psychological stress of both families and patients, as well as a reduction in the burden on the
healthcare system (Heydari et al., 2020). Despite these positive outcomes, restrictions to
visitation, isolation of the patient population, and complexity of the COVID-19 care management
reduce engagement between providers, staff members, and family members. The following
paragraphs discuss current communication barriers and details the significance of improving
communication among hospital staff and family members. A review of literature conducted
explained the development strategies needed to enhance communication needed to create this
guide. Additionally, this paper outlines the project interventions, methodology, and outcomes
following the implementation of the new communication guide.
Background and Significance
Coronavirus Pandemic
Epidemiology
On December 31, 2019, a cluster of pneumonia cases were reported in the city of Wuhan,
China and were suspected to have an unknown origin and cause (Dawood et al., 2020). By
January 7, 2020, the National Institute of Viral Disease Control and Prevention confirmed the
genetic linkage of severe acute respiratory syndrome coronavirus 2 (SARS-CoV-2), also known
as COVID-19, and the pneumonia cases reported in Wuhan. Epidemiologist investigations have
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identified the association of the initial outbreak to a seafood market that sold live animals where
a majority of the patients either worked or had visited (McIntosh, 2020).
Understanding the risk of transmission is still incomplete as investigations continue, but
as the outbreak progresses, epidemiologists are certain that the main mode of tranmission is via
person-to-person contact via the respiratory system. Patients are exposed to COVID-19 through
respiratory secretions containing the virus, which are expelled from coughing, sneezing, and
talking and can travel approximately six feet (McIntosh, 2020). However, the airborne
transmission, inhalation of particles smaller than droplets that remain in the air longer and at a
greater distance, has remained controversial and continues to be studied by epidemiologists
(McIntosh, 2020). The uncertainty of transmission has caused healthcare settings to follow
airborne precaution recommendations to ensure the safety of patients and staff.
Symptomatology and Pathophysiology
Coronaviruses comprise the largest enveloped single-stranded positive-sense RNA
viruses, with the most common being severe acute respiratory syndrome coronavirus
(SARS-CoV), Middle East respiratory syndrome coronavirus (MERS-CoV), and
SARS-CoV-2/COVID-19 (Ge et al., 2020). COVID-19 is an infection of the upper respiratory
tract causing a wide range of symptoms from mild flu-like symptoms to severe respiratory
distress leading to acute respiratory distress syndrome (ARDS) (Chang et al., 2020). Common
symptoms include fever, cough, fatigue, dyspnea, myalgia, sputum production, and headache, in
addition to several less common symptoms including rhinorrhea, chest pain, hemoptysis,
conjunctival congestion, diarrhea, nausea, and vomiting (Ge et al., 2020). In addition, loss of
taste and smell as well as sore throat are common otorhinolaryngologic symptoms found in more
than a quarter of patients (Salepci et al., 2020).
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The life cycle of the virus consists of five steps including attachment, penetration,
biosynthesis, maturation, and release (Yuki et al., 2020). The virus binds to the host receptors of
the cell through the process of attachment, they then enter the cell through endocytosis leading to
the penetration stage, followed by biosyntheis where the contents fo the virus enter the cell and
replicate. Lastly, maturation occurs when new viral particles are made and released. Angiotensin
converting enzyme 2 (ACE2) was found to be the functional receptor of the virus and is highly
expressed in the lungs, heart, ileum, kidney, and bladder (Yuki et al., 2020).
Significant compromise with epithelial cells leading to an influx of monocytes and
neutrophils occurs when viral replication increases (Wiersinga et al., 2020). Specifically in the
lung tissue, the wide spread inflammatory process leads to diffuse thickening of the alveolar wall
of mononuclear cells and macrophages infiltrating airspaces. Ground-glass opacities appear on
computed tomographic (CT) imaging due to the inflammatory infiltrates and edema that occur.
The virus also exhibits the ability to create a widespread immune attack on the body and elicit an
inflammatory response specifically in the lungs, leading to a diagnosis of pneumonia (Chang et
al., 2020). Subsequently, in specific individuals, a massive inflammatory response can occur, also
known as a cytokine storm. The extensive reaction leads to rapid status changes and a need for
intensive care unit (ICU) admissions for treatment and monitoring (Chang et al., 2020).
Those with severe COVID-19 may develop microvascular thrombosis and consumption
of clotting factors (Hendaus & Jomha, 2020). Changes in patient laboratory values such as
elevated d-dimer, thrombocytopenia, decreased fibrinogen levels, and prolonged prothrombin
time suggest microthrombi formation. Microthrombi formation leads to thrombotic
complications such as deep vein thrombosis (DVT), pulmonary embolism, and thrombotic
arterial complication including limb ischemia, stroke, myocardial infarcation (MI), and kidney

9

damage (Wiersinga et al., 2020). Further development of sepsis can occur due to the organ
dysfunction caused by the dysregulated host repsonse to the infection leading to multiorgan
failure.
Global Effect
As of March 29, 2021 there have been 126,890,643 confirmed COVID-19 cases globally
with approximately 2,778,619 reported deaths spread across over 200 countries (World Health
Organization [WHO], 2021a). The rapidly spreading disease has had profound health, economic,
environmental, and social challenges to the entire global population (Chakraborty & Maity,
2020). The effects have led to a disruption of the global economy as all nations struggled to
decrease transmission through testing, treating, quarantining, restricting large gatherings, and
maintaining a complete or partial lockdown. According to WHO, there are several million
individuals at risk of falling into extreme poverty, an increase in the undernourished population,
and nearly half of the global workforce are at risk of losing their livelihood (World Health
Organization [WHO], 2020b). Due to the pandemic, a significant disruption of mental health
services in 93% of the countries worldwide occurred despite the increase demand (World Health
Organization [WHO], 2020c). Bereavement, isolation, loss of income, and fear lead to poor
mental health effects on the global population leading to an increase use of drugs and alcohol,
insominia, and anxiety. A survey of 130 countries provides data showing the impact of
COVID-19 on access to mental health services and highlights the urgent need for increased
funding to address these concerns.
Effect on United States
Labeled as a pandemic by the World Health Organization (WHO) on March 11, 2020,
COVID-19 was first introduced to the United States (U.S.) on January 20, 2020, creating
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nationwide panic (Chang et al., 2020). As of March 29, 2021, the number of reported cases has
reached a total of 29,921,599 with a total death count of 543,870 (World Health Organization
[WHO], 2021b). Not only is the health of Americans affected by the pandemic, various areas
that threaten the livelihood of the American people are also affected. Prior to the pandemic, the
U.S. economy was doing well with an unemployment rate that reached a 10-year low of 3.5%
and the inflation rate was below the target of 2.0% (National Conference of State Legislatures,
2020; Patton, 2020). However, due to required shelter in place and isolation, the gross domestic
product (GDP) growth decreased by 31.40%, mirroring numbers seen during the Great
Depression (Patton, 2020). Furthermore, unemployment rates increased to 14.7%, which is the
highest rate since World War II era (Patton, 2020).
Mental health has been negatively impacted by the pandemic within the U.S.
Requirements of the pandemic to shelter in place coupled with the economic recession has
profoundly affected the mental health of many citizens and created new barriers to those
suffering from mental illness and substance abuse (Kaiser Family Foundation [KFF], 2020). The
KFF poll conducted in July 2020 showed that 53% of adults reported that their mental health was
negatively affected due to the worry and stress regarding the coronavirus. In addition, the poll
showed several other aspects of the health and wellbeing of the population are adversely affected
due to the coronavirus, including difficulty sleeping at 36%, difficulty eating at 32%, increase in
alcohol consumption or substance abuse at 12%, and worsening of current chronic conditions at
12% (KFF, 2020).
Effect on Dallas County, Texas
As of March 29, 2021, 2,388,650 cases of COVID-19 have been reported in Texas with
251,502 of those cases originating in Dallas County (Texas Department of State Health Services,
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2020). The death toll in the state of Texas as of March 29, 2021 has reached a total of 47,169
with approximately 3,838 deaths occurring in Dallas County. Similar to the U.S., Texas has
experienced changes related to the economy and unemployment. Since the beginning of the
pandemic, Texas unemployment rates have fluctuated due to the stress on the economy and the
order to shelter in place. In March 2020, the beginning of the shelter in place orders,
unemployment rates in the state of Texas were above average at 5.1%, have peaked at 13.5% in
April 2020, and have since settled at 8.3% in September 2020 (Department of Numbers, 2020).
In Dallas County, unemployment rates have remained below the national average but still
reached a peak level that resulted in several Texans looking for work. In March 2020, the
beginning of the shelter in place, unemployment rates in Dallas County were 4.7% with 185,802
individuals unemployed. These rates peaked in April 2020 at 13.2% with 486,954 individuals
unemployed, and have now settled at 7.6% in September 2020, with 305,477 individuals
unemployed (Department of Numbers, 2020).
High levels of job loss throughout the nation has the potential to create significant
impact on the mental health of thousands of U.S. citizens. Whether temporary or permanent, job
loss can lead to increased stress, anxiety, depression, and other mental illness (Mayo Clinic,
2020). The uncertainty of the length of the pandemic also leads to increased stress which can
have devastating effects on a persons health. In addition to the loss and furlough of jobs, several
cancellations and changes were made to schools and public offices at the start beginning of the
shut down (Goodman, 2020). Schools, universities, churches, public offices, several
entertainment sites, restaurants, and bars were all closed leaving the Dallas County area to rely
on virtual formats for at-home education for children, cancelling graduation and in-person
religious services, and shutting down entertainment venues.
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Family Mental Health Outcomes
Family involvement in care is an integral part of the health and well-being of the patient
(Mackie et al., 2018). Often, families are physically present during the admission process and
can request information about plan of care, current interventions, and status of the patient.
Depending on the status of the patient, the family member’s presence could be necessary for
making decisions regarding next steps within their care. A systematic review of literature using
the methodology of Grading of Recommendations, Assessment, Development, and Evaluations
(GRADE) uncovered that patient tension related to uninformed family members regarding their
care is relieved when clinicians practice the family-centered approach (Gerritsen et al., 2017).
Positive family-centered care initiatives in the inpatient setting have a progressive impact
after discharge during the transition to the role of caregiver, including improved patient and
family satisfaction, achievement of medical treatment goals, comprehension of interventions, and
mental health sequelae (Gerritsen et al., 2017). Those positive family-centered care initiatives
lead to active engagement of patients and families in decisions about their own healthcare which
leads to a high quality, patient-centered health care system (Gerritsen et al., 2017). An
international cross-sectional survey collected information on patient and family engagement
initiatives in the ICU (Kleinpell et al., 2018). The 3-point Likert scale survey determined that
daily communication and meetings with the family, including families in rounds, and involving
families in patient care demonstrated improvements in staff interactions with family members
(Kleinpell et al., 2018). Promoting more family involvement with ICU rounds and patient care
leads to increased patient and family satisfaction, enhanced mental health status of both the
family and patient, and decreased ICU length of stay but not changes in mortality (Goldfarb et
al., 2017).
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The ICU is a stressful environment with significant, unfavorable physical, cognitive, and
psychologic consequences for both patients and families (Beesley et al., 2018). With a
significant population of ICU patients relying on a substitute decision-maker, usually a family
member, stress increases due to the communication needs and decision-making responsibilities
that fall on those surrogates. Many research studies have been conducted investigating stressors
that occur during and following ICU discharge of family members, in addition to the
psychological and physical distress that occurred due to the changes in role and the seriousness
of the admission. Post-traumatic stress syndrome (PTSS) is characterized as an exposure to a
traumatic event resulting in a state of psychological unbalance and can be experienced by
families following the discharge of a patient from the ICU (Jung et al., 2020). Alfheim and
colleagues (2018) asked family members of ICU patients to complete the Impact of Event ScaleRevised (IES-R) survey which screens for PTSS. They found an increase in PTSS prevalence
amongst half of the study participants (Alfheim et al., 2018).
PTSS may affect several other factors of the health and well-being of family members
that assume the caregiver role. Sleep, a biological necessity for homeostasis and proper
neurocognitive function, may be affected due to the ICU environment or the stress and anxiety of
the situation (Jaiswal & Owens, 2018). Sleep in relation to families of patients admitted to the
ICU was researched utilizing the Pittsburgh Sleep Quality Index (PSQI), a tool used to
subjectively measure sleep quality (Choi et al., 2016). Based on the results of the PSQI, 28 of the
47 subjects experienced poor sleep; 19 of those subjects were unable to complete the survey due
to patient death. Poor sleep quality is associated with increased risk of depression and anxiety in
addition to a reduction in healthy behaviors such as exercise (Byun et al., 2016).
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Worsening experiences of PTSS are associated with severe grief and anxiety; those
feelings of severe grief and anxiety are related to the inability to “say goodbye” to their loved
ones that passed away while in isolation related to the COIVD-19 diagnosis (Carr et al., 2020).
Family members categorize this situation as “bad deaths” due to the general feelings of
resentment towards staff caring for their loved ones. These feelings are often associated with
lack of opportunities to be involved in the healing or dying process.
Family-Centered Care
Family-centered care refers to the inclusion of family members within the healthcare
system (Hart et al., 2020). Patients hospitalized in the ICU are among some of the most
vulnerable populations of patients due to unexpected changes in health status, the need for
constant monitoring, and frequent modifications to critical treatment plans within the critical care
environment (Mackie et al., 2018). As discussed by Beesley and colleagues (2016), the benefits
of family presence include family engagement, improved family and patient satisfaction with
care at the facility, and a reduction in post-intensive care syndrome for both the patient and
family. Staff are able make advancements in mental, emotional, and psychological outcomes of
the patient and family members when families are included in the patient’s plan of care.
Additionally, providing families the opportunity to be present during care or to help make
medical decisions may decrease family stress through opportunities to interact with staff, receive
information, and participate in decision making that impacts the care their loved one receives
(Au et al., 2017).
Family-Centered Care during COVID-19
The important factors of family-centered care include family presence at the bedside,
structured communication with family members, and multidisciplinary support of families and
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their decisions (Hart et al., 2020). However, the family-centered care model in the hospital
system is negatively affected by unexpected critical care admissions and amplified by the
addition of mandatory isolation precautions (Heydari et al., 2020). These challenging situations
of those admitted to the ICU have placed immense stress on the healthcare system, and due to the
isolation requirement of COVID-19, the hospital system is not well positioned to preserve the
patient-family-staff engagement (Frampton et al., 2020). The ICU environment is often centered
on providing comfort and care for patients and families through the use of empathy and
compassion; however, due to the need for self-preservation from the disease, isolation is the
focal point for reducing the risk of transmission (Sonis et al., 2020). Staff are required to enforce
strict guidelines to reduce transmissibility regardless of the need for family interaction. Refining
isolated communication may enhance the empathy and compassion of staff caring for patients
during this COVID-19 pandemic which will lead to improved satisfaction of care overall (Sonis
et al., 2020). Required hospital isolation necessitates limiting family presence which
significantly threatens family-centered care during the COVID-19 pandemic. Some patients have
died in the hospital without family members being present (Hart et al., 2020). The lack of
communication protocols for isolated patients and their families can lead to worsened stress,
anxiety, and severed relationships with hospital staff within the critical care areas (Rubinelli et
al., 2020). For these reasons, family-centered care approaches should be continued for
hospitalized ICU patients that require isolation measures.
Communication Barriers
An ICU admission exposes patients and families to harsh and abnormal environments
accompanied by psychological, emotional, and physical stressors that lead to a breakdown in
communication with staff (Mistraletti et al., 2019). Patients and families express feelings of
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intimidation and hesitation to be involved in voicing concerns regarding their loved ones care
when in an unfamiliar and stressful environment (Bell et al., 2018). Patients and families may
hesititate to confront a provider or staff member regarding care management due to fear of
repercussions (Bell et al., 2018). A survey was designed to evaluate families’ and patients’
comfort in speaking up about concerns regarding ICU care. Among those that responded to the
survey regarding barriers to voicing concerns, 53% of the respondents had reservations regarding
speaking up; 32% were concerned the ‘team was too busy, 32% didn’t ‘know how to raise
concerns’, 23% were ‘afraid of seeming like [they] don’t understand medical concepts’, and 21%
were afraid to damage the family-staff relationship (Bell et al., 2018).
Kleinpell et al. (2018) highlighted additional barriers in relation to a non-COVID isolated
situation; unit culture and acceptance of family involvement, staff resistance to inclusion of
families, lack of space and time to accommodate, comfort of clinicians having families present
during rounds, and uncertainty of benefits to their involvement. Family involvement is
dependent upon the unit culture, if the staff foster an environment for caregiver acceptance then
more engagement is seen in the unit (Hetland et al., 2017). The Questionnaire on Factors That
Influence Family Engagement (QFIFE) completed by hospital staff determined that although
there were positive attitudes with nurses wanting to incorporate families, hesitation on inclusion
in care was evident due to concerns of skill, comfort, and patient acuity. Although the strategies
to promote family involvement are available for practice, the lack of evidence to guide clinicians
to effectively implement those ideas prevents the efficient use of those innovations (Kleinpell et
al., 2018). Successful communication between families and staff is further weakened by rapid
changes in clinical condition and availability of staff at the appropriate time further burdening
the information transfer process (Allen et al., 2017).
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Problem Statement
The problem statement for this DNP quality improvement project is that hospitalized
patients with COVID-19 require isolation precautions which have led to communication
breakdowns between hospital staff and family members. Family members are experiencing
increased stress related to communication barriers, limited access, and restricted patient
contact. Efforts to decrease the transmission of COVID-19 have complicated methods
previously used to reduce the negative mental health effects experienced by patients and their
families during an ICU stay (Heydari et al., 2020). Family psychological distress related to
COVID-19 isolation requirements have yet to be evaluated.
Purpose Statement
The purpose statement for this DNP quality improvement project is to reduce stress of
families of isolated COVID-19 patients admitted to the COVID ICU and improve
communication between staff and families through the initiation of a COVID-19
communication guide. It is expected that facilitating daily communication between staff and
family members will ease their anxiety and give opportunities to answer questions related to
prognosis and treatment options. Families will be provided with a standardized electronic
communication guide to better understand the ICU environment, COVID-19 diagnosis, and
potential interventions. The COVID ICU Communication Guide includes a place for family
members to detail the patient’s status and updated plan of care, and to write questions,
concerns, and feelings they want to convey to the healthcare team. This innovation could
reduce family anxiety and stress by improving communication with families and staff and
ensuring that updates to the plan of care are discussed and agreed upon.
Needs Assessment
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Objective
The needs assessment was conducted to determine ways to increase patient, family, and
hospital staff communication and reduce family stress of isolated COVID-19 patients admitted to
the Medical Intensive Care Unit (MICU) at a large academic medical center in northeast Texas.
Currently, patients are isolated from family and friends during their hospitalization. This
isolation and decreased communication augments anxiety, stress, and frustration experienced by
family members (Heydari et al., 2020). Further investigating methods that advance family
communication and involvement with care during times of isolation could help families
understand the COVID ICU experience and lead to a better-quality hospital stay for patients.
Participants
The participants of this needs assessment include individuals that have a variety of
professional qualifications and are key influencers to help identify gaps in care and barriers
between family, patient, and provider communication. The key influencer, the director of the
MICU, is a member of the administration team that impacts the target group. The director has
served as the director of the MICU for one year and he functioned in the MICU as a registered
nurse and assistant nurse manager for 10 years prior to his director position. The target group
includes six nurses of the COVID MICU all who were members of the MICU prior to the
transformation into the COVID MICU in March 2020. All nurses have ICU experience ranging
from one year to 15 years. The target group also includes one nurse practitioner (NP) with 8
years of work experience and one physician’s assistant (PA) with five years of work experience;
both employed in the MICU for approximately one and a half years.
Rationale and Purpose
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Significant evidence shows that there is a substantial impact on family members of the
critically ill due to the sudden need for decision-making and caretaking. According to Davidson
et al. (2017), approximately one half of family members of the critically ill experience
symptoms of acute stress, post-traumatic stress disorder, anxiety, and depression during and after
a patient is diagnosed with an acute illness. Participation and engagement of family members in
care has shown to improve patient and family outcomes. Engagement refers to the patient,
family, and healthcare staff in all disciplines working together to support patient and family
involvement in healthcare decision making (Burns et al., 2018). Although family engagement is
important to the healthcare system, the hospitals focus is placed primarily on understanding
COVID-19, the disease process, treatments, and potential vaccines.
A systematic review determined that the use of facilitated sensemaking and the active
engagement of family members in the care of those admitted to the ICU reduced stress
experienced by family members (Burns et al., 2018). However, due to the recent events of
COVID-19, patients are required to be isolated with little family contact, and communication
between staff and family members is limited. Without involvement and advancements in
communication, family members are left ignorant of the COVID ICU experience and their
family member’s condition. Providers and nurses will achieve a higher sense of understanding
on appropriate communication frequency and involvement for families isolated in the COVID
ICU with the collection and utilization of the information from the needs assessment.
Data Collection
The needs assessment utilized key informant interviews to collect important information
for caring for isolated COVID-19 patients in the MICU. During the interviews, guided questions
were asked to determine the attitudes towards family member involvement, communication, and
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barriers to communication. During questioning, conversations were guided based on the
participants’ responses to illicit further information. A guided question interview was selected to
account for differences in staff attitudes and the opportunity for further explanation and
clarification.
Sample, Sample Size, Sample Procedure
Participants within the interviews were selected based on their influence in care and their
communication experience with COVID-19 patient family members. A convenience sample was
selected for this interview because it’s a type of nonprobability sampling in which people are
sampled simply because they are convenient sources of data (Etikan et al., 2016). A total of nine
interviews took place with providers and nurses within the facility. All interviews were
approximately 10 to 20 minutes in length and completed on between March 20, 2020 and March
28, 2020.
Implementation and Analysis
Each interview was conducted based on the staff schedules and those present at the
facility. All interviews were conducted in a rounding room, office setting, or via phone
communication. The interview topics included the family communication frequency, evident
family feelings during conversations, currently communication efforts, isolated patient feelings,
and current interactions between staff and patients.
Specific findings with the use of the questionnaire revealed that 100% of providers and
nurses agree that communication is blunted in this isolated state and that there is a need for a
system for better communication and family member involvement. When asked about a better
way to develop family communication, most stated that organized phone calls from and to one
family member and more family education could help. When asked about the specific emotions
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of current phone calls from family members, nurses stated that feelings of fear and anxiety of not
being able to see their loved ones were identified. When asked about patient communication,
they state that when they have the opportunity to be in the room, they attempt to communicate as
much as possible knowing that they have to limit their time to reduce transmission risk. They do
state that Blue Jean, the video chat system, does help to ease anxiety, but there are barriers with
the system that increase stress. If the Blue Jeans system is not on or working in the room at the
time the family members want to talk to their families, they either have to wait for the nurse to
go in the room, or they do not talk at all. When asked about the need to repeat information, five
out of the six nurses state that if the families call, they tend to ask the same questions about the
patient and lack a complete understanding of the situation.
The information collected from these interviews shows the need for further refinement of
family member communication and education within the COVID MICU. The frequency of
communication and lack of education has led to worsened anxiety and stress in a situation with
several unknown factors. By exploring new ways to engage families in a time of isolation, a
light could be shed to expand family communication, decrease stress of isolation, and expand
knowledge in a new and unfamiliar situation. See Appendix A and Appendix B for global aims
and current process flowchart.
Aim and Objectives
The aim for this DNP quality improvement project was to reduce family stress by enhancing
communication between isolated COVID-19 patients, family members, and hospital staff.
Through the implementation of alternate communication strategies, it is expected that 90% of
family members will rate a score of 85% or greater on the communication satisfaction surveys by
the end of the three-month implementation process. The objectives were as follows:
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●

To identify isolated COVID-19 patients and families at risk for decreased communication
related to isolation

●

To distribute a standardized communication guide to family members of isolated
COVID-19 patients

●

To enhance daily communication between family members of COVID-19 patients and
staff through phone calls and logs

●

To assess communication satisfaction survey scores to determine effect of the
communication guide on family members’ stress level
Review of Literature
The literature search was performed using a variety of scholarly databases with the

assistance of the Research Librarian from the University of Arkansas Library Center.
Combinations of key words were used that related to communication for patients and family
members, and the search was narrowed to include the diagnosis of COVID-19. The words
searched included “anxiety”, “depression”, “isolation”, “communication”, “hospitalization”,
“facilitated sensemaking”, “bi-directional”, “virtual”, “perceived stress scale”, and
“COVID-19”. Additional searches included topics related to current family engagement within
the adult ICU, the types of interventions related to families and their involvement in care, and
information regarding survey development, validity, and reliability. The search year was limited
to 2015-2020 in order to include the most recent and relevant articles for the topic. Databases
included in the search were CINAHL, Elsevier, MEDLINE, Ebsco, and Web of Science because
they yielded the most relevant medical articles. The search only included scholarly
peer-reviewed articles excluding editorials and research not related to the topic. Articles were
not excluded based on the population’s age if they met the criteria regarding isolation and
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communication, however, information and articles were limited. The search yielded a total of 14
articles used for this literature review to include both COVID-19 and non-COVID-19
interventions. See Appendix D for EMSON Evidence table.
Communication Strategies
Research articles analyzing communication strategies for family members of patients
with COVID-19 are limited; however, previous research can be modified and applied to address
this gap in care. Five domains that are important for supporting families of ICU patients are the
promotion of family presence, activities to engage family members such as informational packets
and ICU diaries, approaches to expanding communication with family members, use of ancillary
staff members including palliative care and psychologists, and operational and environmental
matters addressing ICU policies to support family-centered care (Gerritsen et al., 2017).
Incorporating the five domains into the development of communication strategies ensures that
patient- and family-centered care is a primary focus for hospital staff.
Five Domains
Promotion of Family Presence. Studies have determined that there were compelling
reasons to support family members’ participation in providing patient care (Heydari et al., 2020).
The level of patient involvement depends upon that family members’ level of comfort; either
present at the bedside to accompany and support or present to be involved with basic care.
Further review of literature determined that the engagement of family members is influenced by
beliefs, education, experience, policy, culture, and society norms and regulations (Burns et al.,
2018). Despite the degree of involvement, supporting their participation will develop a positive
partnership in patient care plans. By promoting family presence in the ICU, there is a reduction
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in the impact of the disease crisis on the family, better preparation to make healthcare decisions,
and empowerment to meet patient care needs (Heydari et al., 2020).
Activities to Engage Family Members. Additional expansion of the family role in the
ICU includes activities to increase engagement, diaries, and information packets. Diaries and
information packets are facilitated sensemaking interventions that were added to the Society of
Critical Care Medicine Guideline for Family-Centered Care as a method of caring
communication (Davidson & Zisook, 2017). In a systematic review and meta-analysis, the use
of ICU diaries was association with a reduction in anxiety and depression, and their use helped to
enhance the access to and assimilation of patient medical information (Barreto et al., 2019).
Reports stated that the diaries served as a place for families to document their experiences,
express their love for the patient, share intimate feelings, and display their struggle with hope.
The use of educational material helps the sensemaking process by providing structured audio or
visual supplements to the verbal explanations given (Davidson & Zisook, 2017). Educational
materials include websites, pamphlets, posters and leaflets that provide general information
about the ICU and specific information regarding the patient. Family educational support equips
families with a better understanding of the stressful situations and decreases their level of anxiety
(Schnock et al., 2017).
Expanding Communication. Ensuring that effective communication is an integral part
of the care plan is imperative when patients and families are required to make major healthcare
decisions (Furqan & Zakaria, 2017). Expanding the communication with hospital staff, patients,
and families will help to explain the structure and flow of the ICU environment, clarify the
patients unique critical care diagnosis, and define what to expect during the admission
(Mistraletti et al., 2019). The expectations for communication among the staff, family, and
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patient should be clear at the time of admission. The establishment of a communication plan
shortly after admission or transfer of the patient engages the family in the plan of care and
develops the family-staff relationship at the start of the hospitalization (Hart et al., 2020).
Isolation precautions and increased patient acuity associated with COVID-19 infection have
decreased this important relationship, even if the aim of the clinical team regarding family
involvement remains the same as it is for other ICU patients. The aim of ICU staff begins with
establishing contact with family designated by the patient, documenting technologies available
for communication between the patient and family, and identifying key barriers to
communication and engagement.
Use of Ancillary Staff Members. Communication is a key component in healthcare and
specifically important when patients are diagnosed with chronic, critical, or complicated
diseases. When discussing sensitive topics, having clear communication is necessary to prevent
misconstrued information. Specialized palliative care and psychology providers are experts in
their role not only in regard to disease management, but their advanced communication skills
(Dudley et al., 2019). Understanding the appropriate roles and calling upon specific specialties
within the hospital will continue to mold the relationship between staff and families (Akgun et
al., 2020). In a qualitative study, interviews were conducted that revealed gaps between
palliative care providers, primary care providers, patients, and the conversations about complex
disease processes, treatment plans for those diseases, and distressing psychological symptoms
(Dudley et al., 2019). It was determined that the addition of both the primary care providers and
the palliative care providers offered a smoother transition through the healthcare system, better
management of symptoms, and improved family support. The quality of the conversation
changes with specialized communication techniques mastered by palliative care staff. Providers
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within that team are trained to handle patients and families experiencing crisis situations that are
unfamiliar and new.
Environmental and Operational Matters. Specific environmental and operational
issues refer the ICU environment to which a patient is admitted and specific policies that govern
the care that is provided to that patient. Environmental factors that have an effect on patient
outcomes include unit room features, medical equipment, and noise (Jamshidi et al., 2020). A
literature review determined there was a positive correlation between the amount of features in
an ICU room including painting, televisions, and furntiture with the amount of stress a family
and patient experiences. Consequently, there was a negative correlation with the increase in
medical equipment and noise with the amount of stress experienced. Operational issues that
effect the patient and healthcare outcomes include policies and protocols that directly include the
patient; visitation, and withdrawing care (Davidson et al., 2016). A scoping review discussed
the effects of communicating with families and patients regarding operational and specific
environmental issues. The review discovered that families expressed higher satisfaction if they
received information about the ICU environment and equipment through leaflets or discussions
with staff and were included in bedside care (Scott et al., 2019). Hospital staff providing written
and oral information increased satisfaction and decreazsed anxiety experienced over time. This
was related to the knowledge families received either through phone calls or family meetings.
The COVID-19 pandemic has uncovered communication gaps existing among patients in
the ICU, their family, and the hospital staff. On their own, critical care hospitalizations create a
stressful environment for both patient and families; however, this stress is augmented when
hospitalized patients with COVID-19 complications require an isolated environment which limits
family members’ involvement in the plan of care (Fan et al., 2020). However, this stress is
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reduced when a clear plan of communication is formulated with patients and family to prepare
them in making decisions regarding care (Heydari et al., 2020). Family presence at the bed side
is a particular concern in the isolated COVID-19 patient population (Carlucci et al., 2020). When
family members are unable to be present, their advocacy and constant integration into the
healthcare process is discounted.
Bi-Directional Communication
Bi-directional communication is the idea of transmitting information in two different
directions; in healthcare this signifies sending and receiving information between staff and
patients or staff and families (Akgun et al., 2020). Establishing a clear relationship with the
patient and determining designated family to resource information to is the initial step of
bi-directional communication. Instituting this communication style eases fear of abandonment
and feeling of uncertainty during the isolation period of their hospital stay. The CONNECT
survey consists of 19 items that were used to assess the perception about a particular health
condition and the perceived health beliefs of the patient and healthcare provider (Kennedy, et al.,
2017). It was determined that there was great significance in the use of bi-directional
communication when assessing a provider’s perception on a patient’s health beliefs. When
patients and hospital staff listen and interact with each other, they are likely to cultivate a mutual
understanding that may change future decision making and the quality of patient care.
Virtual Communication Aides
Carlucci et al. (2020) investigated methods to improve patient family populations and
proposed a three-stage process of improving communication with families, including daily
clinical updates, family video conferencing, and follow-up satisfaction surveys. Another
important factor was the need for video conferencing with the patients in all levels of care, which
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is applicable to hospitalized patients with COVID-19, as typically, patients admitted to the ICU
do not require isolation precautions from family members, but the highly transmissible nature of
COVID-19 requires strict isolation, impeding the usual family conferences that occur with staff.
Teleconferencing, providing high quality resources for families, and encouraging
journaling of information related to patient’s hospital stay are additional ways to circumvent
communication barriers between the family members and hospital staff (Hart et al., 2020).
During the evolution of telemedicine technologies during the COVID-19 pandemic, mobile
devices and high-speed internet access are utilized to connect patients, hospital staff, and families
(Fang et al., 2020). Telehealth technologies allows for a personal connection to be created
during a time of isolation. Although deemed helpful amongst staff, patients, and families,
barriers still exist amongst families with lack of interet access, no access to a device to utilize
teleconferencing, or poor connection due to lack of personal face-to-face contact (Barney et al.,
2020; Wijesooriya et al., 2020).
The use of ICU diaries provide a place to record day-to-day changes during a patient’s
admission to the ICU (Tripathy et al., 2020). Tripathy et al. (2020) introduced the ICU diary to
patients and families and found that the diary was appreciated by family members and provided a
sense of continuity amongst the participants. The diaries enhanced knowledge and perspective
regarding hospitals and policies. Participants expressed increased levels of trust for the hospital
and staff caring for the patient and improved their ability to express feelings to staff regarding
the patient’s care.
Daily ICU Rounds
Critical care rounding is a complex process involving many members of the
interdisciplinary team gathering to discuss all aspects of the patient care management (Stelson et
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al., 2016). Staff can use ICU rounds to engage families more frequently and enhance areas of
knowledge, relationships, transparency, and emotional state (Roze des Ordons et al., 2020). An
exploratory study concentrated on focus groups and interviews of staff and families to determine
the benefits to family participation in ICU rounds. Families expressed a better understanding of
ICU prespectives and information, more confidence and trust in the ICU team, and reduced
anxiety and an improved sense of inclusion (Roze des Ordons et al., 2020). Staff verbalized that
with the inclusion in ICU rounds, there was more clarification of patient information,
streamlined communication with family, and a clear depiction of the care process to caregivers.
The amount of time spent updating family members, engaging in family conferences, and
discussing difficult information in the future decreased when providers allocated more time
discussing the plan of care with families during daily rounds (Au et al., 2016). Fifty-five percent
of providers felt comfortable with no more than two family members present during rounds.
Eighty-five percent of family members expressed feeling more informed after attending ICU
rounds, and 93% felt there was enough time for their specific questions to be answered by
providers (Au et al., 2016). Twenty-two percent of providers felt that family presence could lead
to an increase in stress and twenty-eight percent felt there would be an increase in family
confusion related to complicated medical terminology and interventions despite family
expressing feelings of either (Au et al., 2016). However, increasing participation now in rounds
is positively associated with an increase in the productivity and quality of future conferences
necessary for discussing goals of care by making them more goal-oriented, therefore this practice
continues to be recommended (Olanipekun et al., 2019).
Facilitated Sensemaking. Facilitated sensemaking is an attempt to adapt to crisis by
margining the two tasks of making sense of the situation and making sense of the new role
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(Davidson & Zisook, 2017). Facilitated sensemaking provides the family with purpose and
control during a patient stay in the hospital (Davidson, 2019). The goals of the interventions
involved in facilitated sensemaking include developing relationships, communication,
engagement, and decision-making. Structured activities to guide the family members focus can
help modulate the limbic systems response to stress which may intercede stress disorders from
developing. Combining facilitated sensemaking with increased communication with family
members during ICU rounds exposes the family members to the environment which leads to
their adaptation to the critical care setting and their loved ones’ illness. The staff help to
individualize the engagement between the family and a patient providing positive feedback
throughout the experience (Davidson & Zisook, 2017). Even with poor outcomes, family
members can reflect on their experience and feel confident they helped the staff provide the best
care.
Role Delegation
Patient autonomy is a key principle in medical ethics, and respecting autonomy is an
integral part of the patient-provider relationship (Cai et al., 2015). Although patients having
complete control over their care is important to the healthcare team, specific circumstances often
remove that ability and require family to make those decisions for them. Assigning a designated
person from the staff and a designated family member to contact can improve family
communication during those critical times. Hado and Feinberg (2020) assigned staff members as
primary contacts to facilitate consistent communication between a nursing home and family
caregivers. Staff members were responsible for ensuring that conversations with families and
patients about treatment plans and advanced care plans were done. Discussing those topics in
advance guarantees the patient and family healthcare wishes are addressed prior to an
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unexpected and critical health status change (Hado & Feinberg, 2020). Griffin et al. (2020)
suggested early selection of a specific family surrogate to discuss care with providers is
beneficial to prevent unexpected calls to families to make medical decisions following a
traumatic status change. Additionally, a member of the palliative care team should be assigned
to conduct follow-up calls with families to discuss further interventions and daily care (Griffin et
al., 2020). Stays in the ICU present unique and repeated decision-making opportunities and
challenges for patients, families, and healthcare providers (Moss et al., 2019). A surrogate
chosen early is integrated in care from the beginning, in the event of a life-changing decision,
that surrogate can make decisions with confidence.
Survey Development
Patient and Family Centered Care Model
The Patient and Family Centered Care (PFCC) approach is a healthcare delivery model
that focuses on facilitating collaboration with patients and their families irrespective of their
level of care, age, and the healthcare setting (Mackie et al., 2018). The PFCC emphasizes the
importance of family involvement in care as the patient transitions through multiple levels of
care and healthcare systems. The model discusses four key concepts including dignity and
respect, information sharing, participation, and collaboration (Institute for Patient- and
Family-Centered Care, 2020). Patient and family experiences are often measured using surveys,
and with the results, there can be potential changes within the way healthcare professionals
deliver their care leading to a profound impact on the hospital environment (Min et al., 2018).
Healthcare organizations place great significance on excellent patient care and relate patient
experiences to healthcare outcomes (Mensik et al., 2019). Focusing on patient experiences leads
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to changes in the care delivery methods provided by healthcare professionals (Evardsson et al.,
2017; Mensik et al., 2019).
Dignity and Respect. The concept of dignity and respect refers to healthcare providers
and staff taking the time to listen and honor the healthcare decisions of the patient and the family
(Institute for Patient- and Family-Centered Care, 2020). Staff are trained to learn and understand
that each patient and family have unique values, beliefs, and cultural backgrounds that shape
how care can be delivered. Acknowledging those differences allows the patient and family to
feel respected during a hospital stay. Dignity and respect constructs aim to treat families with
respect, use simple language, and give families a chance to express their emotions (Jafarpoor et
al., 2020).
Information Sharing. The concept of information sharing encompasses all
communication of information shared between a staff member and the patient or family (Institute
for Patient- and Family-Centered Care, 2020). Receiving timely and accurate information is
necessary when planning goals of care and making decisions regarding treatment options. The
information sharing construct focuses on receiving feedback for questions families pose to
hospital staff, retrieving information from healthcare professionals regarding the patient’s
condition, and the consistency of that information received from different members of the care
team (Jafarpoor et al., 2020). The information provided allows families to be an effective
participant in care and decision-making.
Participation. Patients and families are often encouraged to participate in the care of
their loved ones and are supported regardless of how much they choose to participate. The
Institute for Patient- and Family-Centered Care states that care focused on the patient and the
family leads to better health outcomes, improved experiences within the healthcare system, and
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increased satisfaction amongst staff caring for those patients (Institute for Patient- and
Family-Centered Care, 2020). Providers support family participation by maintaining awareness
of social, emotional and economic considerations of each family member (Arslan et al., 2019).
This construct views each family member individually and ensures that staff are providing the
individualized support based on the family and patient needs. Treating the family members
individually allows staff to support families in the care of their loved ones and provide a
supportive environment (Arslan et al., 2019).
Collaboration. Collaboration refers to all members of the team working together in
various settings to deliver the best care possible and working with families to include their
opinions and ideas to care (Institute for Patient- and Family-Centered Care, 2020). The ancillary
staff should focus on empowerment to develop a cohesive team between hospital staff and
families (Jafarpoor et al., 2019). To develop a cohesive team, staff need to encourage families to
help feel confident and courageous when adding information to the patient care plan. The
pursuit of a collaborative relationship between families and staff is reliant on being responsive to
the priorities of the families and their loved ones. Similar to the participation construct, the
collaboration construct focuses on the families and their involvement with the patients’ plan of
care (Jafarpoor et al., 2019). Caring about collaboration extends opportunities to family
members to be involved in meaningful ways.
Perceived Stress Scale Survey
The Perceived Stress Scale (PSS) is a 10- to 14-item tool used to measure the perception
of stress and is a highly recognized method for predicting health and disease globally (Perera et
al., 2017). The questionnaire focuses on thoughts and feelings that the person experienced over
the past month. The PSS is scored by assigning a numeric value to the responses ranging from
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zero to four (Laures-Gore et al., 2017). The questions are scored with positive responses
receiving a higher number and negative responses receiving a lower number. For example, a
high score represents a high preception of stress and a low score represents little to no preception
of stress on the participant’s life. A three-part study examining the validity and reliability of the
PSS-10 found that the scale had appropriate consistency, test to retest reliability, and
measurement invariance within the study (Chiu et al., 2016). Furthermore, a study of healthy
university students found that the data presented in the PSS did not display issues of skewness or
kurtosis, confirming that normal distribution can be expected with this tool and that its use
allows for further parametric statistical analyses of collected data (Anwer et al., 2020).
Additionally, the scale was found to not have floor or ceiling effect, indicating that the variance
in measure is low; therefore the content can be deemed as valid.
Survey Design
Survey design and structure are key focal points to developing a reliable and valid survey
in addition to ensuring that it targets outcomes for future change opportunities (Robb &
Shellenbarger, 2020). Robb and Shellenbarger (2020) focus on the layout of the survey to
guarantee the appearance is simple, easy to read, and the same throughout. Questions should be
developed based on an 8th grade reading level; careful analysis of the terminology used
throughout the survey will increase the readability of the questions, as well as test and improve
the validity and reliability of the questions asked (Agarwal et al., 2019; Robb & Shellenbarger,
2020). Face validity, internal consistency, and test-retest reliability are three measures needed to
certify the data extracted is not skewed or present statistical bias (Agarwal et al., 2019). Either
statistical analysis of the survey or a pilot study of the survey can help to determine if the
questions asked are appropriate and well developed.

35

Summary
Based on the review of literature, the proposed DNP quality improvement project has a
strong underpinning of evidence indicating in the need for a standardized communication
protocol in the COVID ICU. The review of literature emphasizes the barriers to communication,
benefits of improved communication on stress reduction, and the importance of family inclusion
of patient care within the ICU setting. The evidence of the literature provided stresses the need
for the proposed DNP project.
Theoretical Framework
Rosswurm and Larrabee’s Model of Evidence-Based Practice Change
Rosswurm and Larrabee developed a model containing six-steps that guide nurses and
providers through the transition of institutional driven practice to evidence-based practice (White
et al., 2016). The model begins with a needs assessment to capture the exigency for change and
ends with the integration of that change into practice through evidence-based practice change.
The Rosswurm and Larrabee Model was chosen as the guiding theory for this project
development and implementation as it provides a systematic approach to enhancing
communication between staff and families of COVID-19 patients in the ICU. See Appendix E
for concept map.
Step One: Assess the Need for Change
Step one in Rosswurm and Larrabee’s (1999) model includes determining a need for the
change in practice and securing stakeholders that show an interest to assist with that change.
Failure to determine the readiness and need for change in any facility could lead to challenges
when implementing change or failure to obtain stakeholders that are willing to be on the
forefront of that change. An internal needs assessment was conducted in the COVID Medical
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Intensive Care Unit (MICU) to determine the current communication standards between
providers, nurses, and families of isolated COVID-19 patients and staff concerns regarding those
standards that are in place. The stakeholders included pulmonary critical care advanced practice
providers (APP), the MICU director, the MICU interim manager, and several COVID MICU
bedside nurses. The needs assessment was utilized to determine current communication trends
of the nurses and providers to help dissipate information regarding patient status, condition, and
future interventions. After discussions with stakeholders, it was determined there was no
consistent standard with family communication, and there appeared to be an increased level of
stress and confusion with families due to lack of communication.
Step Two: Link Problem Interventions and Outcomes
Step two requires the researcher to link the gap in care within practice to an intervention
that will produce a favorable outcome (Rosswurm & Larrabee, 1999). The gap that currently
exists in the COVID MICU is the lack of consistent communication between the hospital staff
and families of isolated COVID-19 patients. Consistent impairments in communication lead to
physical and psychological suffering due to lack of full understanding of treatment, prognosis,
and treatment and an inconsistent view of goals (Tulsky et al., 2017). Critical care admissions
create a profound negative effect on mental health for both patients and families, and with the
addition of mandatory isolation of COVID-19 patients, higher levels of stress and anxiety are
created (Heydari et al., 2020). Through research and interviews, it was determined that a need
exists for improved communication standards for these families to feel included in the decision
making process and to stay up-to-date on status changes and interventions scheduled for their
loved ones. Creating an intervention that will help advance that communciation will decrease
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the psychological and phsycial distress that can occupany the poor and inconsistent gap that
currently exists.
Step Three: Synthesize Best Evidence
Step two explored the internal data through interviews, and step three discusses the
refinement of the external data and the evaluation of the data’s strength for the use of the practice
change (Rosswurm & Larrabee, 1999). An extensive literature review was conducted to review
the current literature that exists, and that literature was compared to the internal data collected
through the needs assessment. The purpose of that comparison was to determine practice
interventions in circulation and their relevance to the topic to help guide the development of new
interventions to improve communication within the COVID MICU. References were included in
the literature based on specific search criteria including keywords, dates, and databases searched.
After synthesizing the data collected, it was found there was significant evidence to support the
change in practice due to the substantial benefits and minimal challenges and risks.
Step Four: Design the Practice Change
After synthesizing the best evidence, a change in practice is designed, key resources are
identified, the implementation process is planned, and the outcomes are defined (White et al.,
2016). The design process of the practice change is influenced by the practice environment, the
resources available, and the opinions of the stakeholders involved in the practice change. This
will be completed by developing a consistent communication standard and documents to help
family members stay up-to-date on information regarding their family members hosptial stay
(White et al., 2016). The practice change environment includes the COVID MICU, but also
includes the environment the family members are in. The MICU staff are major stakeholders for
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this practice change because they are involved in the initiation of this new process. All variables
are considered when developing and implementing the project.
Step Five: Implement and Evaluate Change
After completing the design of the project, step five involves the implementation and
evaluation of the pilot project (Rosswurm & Larrabee, 1999). The pilot study for this practice
change includes the use of consistent and scheduled family meetings with the COVID ICU
Communication Guide created for this project provided to family members used to record daily
status changes and interventions, questions for staff, and areas to journal thoughts and feelings
regarding the hospitalization. The DNP project will be conducted over a four-month period with
pre- and post- surveys provided to families to assess their satisfaction with the new
communication strategies. Families that participate will be involved in the survey based on the
timeframe of the project’s implementation process. Surveys regarding the communication will
be provided to the families of those patients that are admitted at that time. The new
communication protocols will be implemented into practice, and as patients are transferred or
discharged from the COVID MICU, post-surveys regarding communication will be provided to
those families to determine if changes in satisfaction have occurred. The decision to adapt,
adopt, or reject the change project is based on the feedback from the surveys.
Step Six: Integrate and Maintain Change
The final step in the process occurs when the proposed change is accepted into practice
based on the results of the pilot study (Rosswurm & Larrabee, 1999). Stakeholders are more apt
to transition a pilot study into standard care practice if they were a part of the change and if the
results of the study are favorable (Meskó et al., 2017). Continued communication with the
stakeholders is important during this process to ensure the practice change is adopted into
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practice effectively and changes are made to improve the intervention based on feedback
provided. The advancements in communication standards and resources will be provided to all
families of isolated COVID-19 patients.
In summary, the Rosswurm and Larrabee’s Model of Evidence-Based Practice Change
will aid in the development of the quality improvement project of implementing communication
standards and resources for family members of isolated COVID-19 patient. With the
implementation of this project, hospital staff will have a standard for communication frequency
and consistency, and families will experience less stress and anxiety due to the better
understanding of their family member’s condition (Mackie et al., 2018). Increased satisfaction
will enhance the staff relationship with both families and patients within the COVID MICU.
Methodology
Project Description
The project distributed the COVID ICU Communication Guide that houses information
about the ICU, expectations, and areas for recording updates and thoughts to the families of
isolated COVID-19 patients. The guide created a standardized communication plan aimed to
decrease stress amongst family members of these isolated patients in the COVID ICU. The
COVID ICU Communication Guide was sent either via email or by mail, based on preference, to
the designated family members. The project began with the administration of a survey to current
families of ICU COVID-19 patients to determine current satisfaction with hospital staff
communication to families. Following the pre-implementation phase, families of current
COVID ICU patients received the COVID ICU Communication Guide that includes resources
regarding the unit and areas to document daily updates, changes, and interventions conducted on
patients. In addition, the guide included specific pages for families to document questions they
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want to address with hospital staff, as well as areas to document concerns and feelings related to
the hospitalization.
Project Design
The DNP quality improvement (QI) project utilized a quasi-experimental research design
intended to enhance the communication between staff and families of COVID ICU patients,
increase families experience by improving the lack of information, and decrease stress amongst
family members in an inpatient facility in Northeast Texas. Quasi-experimental approach refers
to research that resembles experimental research but is completed in a field setting and
conducted to evaluate the effectiveness of a treatment and is without randomization (Price et al.,
2015). This DNP project was unable to utilize randomization making this quasi-experimental
design appropriate for use. Convenience sampling was used to select the participants that are
admitted to the COVID ICU. This non-randomized design examined the effect of a variable, the
COVID ICU Communication Guide, on family satisfaction and stress measures of pre- and
post-surveys.
The plan for implementation is based on the Logic Model that presents a relationship
between the resources, activities, outputs, outcomes, and impacts of a proposed program
implementation, in addition to the relationship of the activities to the intended effects (Centers
for Disease Control and Prevention, 2018). Logic models were used to conceptualize a change
effort and articulate the current situation, the changes that should occur due to the efforts, and the
external factors that could influence the results of the practice change (Coldwell & Maxwell,
2018). Factors within the model include the inputs, outputs, and outcomes and are all described
in the Development of Improved Communication and Stress with Family Members of Patients
Admitted and Isolated in the Intensive Care Unit with COVID-19 Logic Model, located in
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Appendix G. The logic model design for this proposed project shows the connection between the
planned efforts, the expectations and assumptions, and the proposed outcomes.
Setting
The project was conducted at an academic hospital located in northeast Texas. The
identified hospital services the Dallas Fort Worth Area and is a 760-bed academic hospital (UT
Southwestern Medical Center, 2020). The Medical Intensive Care Unit (MICU), that currently
houses the COVID-19 population, is one of four ICUs within the hospital that holds 24 patients;
currently the unit is designated to hold a total of 12 COVID-19 patients and 12 Medical ICU
patients.
Study Population
The study population for this project included all family members of patients admitted to
the COVID ICU that are authorized to receive medical information regarding the patient, as
designated within the medical healthcare record. Exclusion from the study included personal
preference of the family members not interested in participating. The COVID ICU
Communication Guide was provided only in English; other languages were excluded from the
study due to the inability to translate all information in other languages. Also, pre-surveys were
provided to family members of COVID-19 isolated patients that had been admitted to the ICU
for at least three days. This exclusion criteria was important to include due to the need to obtain
an accurate understanding of true satisfaction of families who have been isolated from the
patients for a period of time and had experienced current communication strategies of the
COVID ICU. Parameters for this study included admission to the COVID ICU, family members
are at least 18 years of age or older, and family members are designated to receive protected
health information (PHI).
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Subject Recruitment
Recruitment was conducted via a convenience sample. Participants included family
members of COVID-19 patient hospitalized in the COVID ICU. See Appendix S for the
recruitment script.
Consent Procedures
Informed consent was obtained from all participants and was obtained via email prior to
implementation. The informed consent form explained the purpose of the project, the risks,
benefits, and confidentiality of the information. See Appendix T for the Consent Forms.
Study Measures
Conceptual Definitions. The following conceptual definitions were utilized for the
purpose of this DNP project:
● Family satisfaction is the family members’ experience with the communication between
the family and hospital staff during the length of the COVID ICU stay. Measuring family
satisfaction is based on the PFCC model including four constructs: dignity and respect,
information sharing, participation, and collaboration.
● Dignity and respect are defined as the healthcare staff taking the time to listen and honor
the healthcare decisions of the patient and the family.
● Information sharing is defined as all information shared between staff members and the
patient or family.
● Participation is the involvement of families within the plan of care or the interventions
performed on the patient.
● Collaboration is defined as all members of the healthcare team working together to
deliver exceptional care to the patient.
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● Stress is an adaptive response to an event that involves physiological, cognitive, affective,
and behavioral components leading to or having influence on psychological conditions
such as anxiety and depression.
Operational Definitions. The operational definitions for this DNP project consist of the
following:
● Family satisfaction is the sum of the post-implementation survey scores. Those scores
will be compared to the pre-implementation survey scores to analyze the effect of the
COVID ICU Communication Guide. All questions are based on an 18- to 22-item Likert
style questionnaire.
● Dignity and respect are examined in questions seven and eight focus on dignity and
respect by addressing the family’s feelings of inclusion and support.
● Information Sharing are measured in questions one through six by addressing the
frequency of the communication between families and providers, the willingness of the
staff to answer questions, the explanation and honesty of the information provided, and
the completeness and consistency of the information given.
● Participation and Collaboration are discussed in questions nine through 11 focusing on
the family’s feelings regarding provider attitudes and if families felt staff were interested
in collaborating, giving up control, and providing time for decisions.
● Stress is described as improvements to stress scores from pre- and post-implementation
of the intervention. That data will be used to compare to the survey prior to the project’s
implementation. Questions 15 through 24 in the pre-implementation survey and 19
through 29 in the post-implementation survey discuss stress based on the PSS survey
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designed to subjectively measure the participants perception of stress in their current
situation (Chiu et al., 2016).
Outcome Measures. The outcome measures for this project assessed the effect of the
COVID ICU Communication Guide on family member stress related to communication with
hospital staff. The overall satisfaction of communication between healthcare staff and family
members of isolated COVID-19 patients was measured. It is expected that the overall
satisfaction scores will increase by at least 75%. Data was collected via satisfaction surveys
once patients are discharged from the COVID ICU after a stay of at least three days.
Another outcome measure studied in this project is the implementation of the COVID
ICU Communication Guide and, through its use, the effects on family members’ stress related to
improved information sharing and recording. Surveys conducted pre- and post-intervention
addressed the stress and satisfaction of family members related to communication. A decrease in
stress by at least 15% is expected with changes in communication including enhanced
consistency and clarity in the information provided by staff, and the ability to recall information
regularly due to the COVID ICU Communication Guide’s daily update recording sheets. Stress
is measured by the 10-item PSS survey.
Process Measures. Process measures for this study examined family members’ use of
the COVID ICU Communication Guide. It was expected that 90% of families would receive the
COVID ICU Communication Guide upon admission to the COVID ICU. Also, it is expected
that some families will agree to participate yet fail to fill out guide’s pages aimed to keep them
up to date on the patient’s progress. A follow-up phone call will be made three days after the
COVID ICU Communication Guide is given to the family member. Thereafter, once weekly
follow-up phone calls to the participating families made by this principal investigator (PI) will
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assess for family use of the guide and to answer questions regarding its purpose. Those phone
calls will be tracked and documented.
Balancing Measures. Balancing measures for this study examined the time saved at the
site with answering phone calls. It is expected that staff will subjectively report a reduction in
the amount of phone calls received by family members daily. In addition, staff time management
will improve due to the decreased time spent answering phone calls allowing for an increase in
patient care needs being met.
Benefits and Risks
There was a potential for psychological and emotional strain on families with the
introduction to more information. Individual family members may have felt overwhelmed by the
information that is provided to them or may feel as though it is too much information. In
addition, confidentiality is a risk when handling patient information. The designated family
members contact information was stored in the principal investigators (PI) personal laptop
computer that is password protected. There was economic risk factors related to the study
intervention.
Benefits related to the study included a reduction in stress experienced by family
members of hospitalized COVID-19 patients. The improved relationships can help reduce stress
and frustration felt by the family members related to lack of information. Furthermore,
enhanced communication and strategies allowed families to feel more up to date on patient
prognosis and feel involved in their care despite the isolated status.
Subject Costs and Compensation
There was no cost or compensation to participants.
Implementation
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Study Interventions
The implementation phase included a variety of interventions that focused on
communication between staff, providers, and families of COVID ICU patients within a large
academic hospital in Northeast Texas. The interventions were categorized by
pre-implementation, implementation, and post-implementation phases. All interventions began
January 17, 2021 following approval from IRB at the project site hospital and the University of
Arkansas.
Pre-Implementation Phase
The proposal was approved by the University of Arkansas’s Eleanor Mann School of
Nursing Doctoral Committee on December 1, 2020. Following approval, the proposal was
submitted to the Institutional Review Board (IRB) to both the University of Arkansas and the
Northeast Texas hospital to which the research was to be conducted. On December 23, 2020, the
University of Arkansas IRB approved the project proposal for implementation followed by the
approval from the hospital’s IRB on January 13, 2021.
The pre-implementation phase began with general informational sessions with the
nursing staff prior to the start of each shift. These informational sessions lasted approximately
five minutes and detailed the research and the conversations that would occur with the families
of the COVID ICU patients that were currently admitted to the unit. The informational sessions
were conducted amongst the staff from both day shift and night for approximately five days from
January 18, 2021 to January 22, 2021. The pre-implementation phase continued with chart
reviews conducted two times per week for three weeks from January 17, 2021 to February 17,
2021. The chart reviews were conducted on current COVID ICU patients that were admitted for
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at least three days and data collected included patient names, medical record numbers (MRN),
and names and phone numbers of individuals designated to receive patient medical information.
Following the collection of the data, those individuals were called via telephone, and the
research project was explained in detail. After family members agreed to participate, consent
forms were sent to be signed electronically to the email address they provided. Following the
completion of the consent forms, the University of Arkansas Qualtrics Survey link containing the
pre-implementation survey was sent to the same email address provided. The pre-implementation
surveys contained questions to collect data regarding current communication satisfaction and
stress related to the patient’s admission to the COVID ICU. The survey questions were based on
the Perceived Stress Scale (PSS) which is a 10- to 14-item tool used to measure the perception of
stress and is a highly recognized method for predicting health and disease globally (Perera et al.,
2017). The questionnaire focused on thoughts and feelings that the person experienced during
the time the patient was admitted. The data from the pre-implementation survey was collected
and stored on an excel spreadsheet housed on the hospital’s computer system. The
pre-implementation survey can be found in Appendix M. During the pre-implementation phase,
follow-up emails and phone calls were made to family members who agreed to participate but
failed to complete the consent forms. Those phone calls were made throughout the month of
February and approximately three to five days after the initial conversation of the research.
Implementation Phase
Various deviations were observed and monitored throughout the implementation phase
utilizing PDSA cycles; those deviations can be found in Appendix P. The implementation phase
began on February 15, 2021 with a chart review of the current COVID ICU patients to collect the
names and phone numbers of family members designated to receive medical information about
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the patient. Excel spreadsheets located on the hospitals computer system stored all information.
Those individuals were called to discuss the research in detail and explain the purpose of the
COVID ICU Communication Guide. See Appendix O for the COVID ICU Communication
Guide. If the family member agreed to participate in the research and receive the guide, a link
containing the consent form to be signed electronically was sent to the email address they
provided. After receiving the signed consent, the COVID ICU Communication Guide was sent
to the designated family member either via email or mail; preference was made after individuals
chose to participate. The guide and the expectations of their participation were explained to each
person thoroughly during the initial contact. Families were called three days after receiving the
COVID ICU Communication Guide to question their compliance with the guide, need of
additional assistance utilizing the guide, understanding its purpose. The implementation of the
COVID ICU Communication Guide concluded on March 31, 2021.
PDSA Cycles. As the project progressed, there were unforeseen circumstances that lead
to necessary changes. Changes to the timeline were necessary to improve the sample size. The
changes were made utilizing the Plan, Do, Study, Act (PDSA) cycles. See Appendix P for the
PDSA Cycles.
Participant Requirement. A lower sample size was observed at the completion of the
two-week implementation phase. The expectation during that time was to obtain approximately
50 participants. The first week yielded approximately 11 potential participants that were sent
consents but awaiting signature. It was determined that an additional week was necessary to
improve the sample size. In addition, follow-up communication was made with those that
initially agreed to participate, but failed to complete the consent form. The process resulted in a
slight increase in the participation, but still required some changes to the process.
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During the third week of pre-implementation, participation was still lower than expected.
There were approximately nine participants that were consented and completed the
pre-implementation surveys. At this time, phone calls were being made approximately twice
weekly to increase the sample size.
Participants were called daily instead of twice weekly to increase the sample size of the
pre-implementation data. This change resulted in a small increase in the participation to 12
surveys total sent and collected. In addition, by increasing the baseline data collection period
from three weeks to four weeks it was observed that there was an improvement in the number of
consented participants.
Following the addition of the extra week of pre-implementation, there were
approximately 10 participants that agreed to participate in the study but have yet to fill out the
consent forms. Consent forms were sent to the participants at the initial point of contact and
follow-up emails were sent with the link to sign the consent.
Each person that failed to finish the consent was contacted via telephone regarding their
participation. As a result of reaching out to those individuals, two of the ten perspective
participants completed the consents and were sent the pre-implementation surveys.
Communication Guide Improvements. To ensure that the COVID ICU Communication
Guide was ready for implementation, a copy editor was used to further proofread and make
changes. A review of the edits was made on February 8, 2021 and the necessary changes were
made. Following the completion of those changes, the guide was printed to be ready for
distribution at the start of the implementation phase on February 17, 2021.
Changing Implementation Date. Due to unforeseen weather conditions in Northeast
Texas and the principal investigator’s (PI) work schedule, the implementation phase was
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delayed. The initial implementation phase was to begin on February 17, 2021. Chart reviews of
demographic information was conducted on February 17, 2021; however, phone calls were
delayed to February 20, 2021. Mailing and emailing of the first communication guides occurred
on February 21, 2021.
Post-implementation Phase
Families were notified via telephone to complete the post-implementation survey
following the patients stay in the COVID ICU or after the completion of the study on March 31,
2021, whichever occurred first. The University of Arkansas Qualtrics survey link was sent to the
designated family member’s email address. See Appendix N for the post-implementation survey.
The survey housed questions similar to the pre-implementation survey, but specifically
questioned their satisfaction with the COVID ICU Communication Guide they had received.
The responses were collected and stored on an excel spreadsheet housed on the hospital’s
computer system. See Appendix B for the pre-implementation process flowchart and Appendix C
for the post-implementation process flow chart.
Project Timeline
See Appendix H for the comparison of the initial timeline and the final timeline. Original
dates scheduled for all phases of the project are depicted in purple while the final dates of the
project implementation are depicted in red. Changes to the timeline occurred due to personal
events effecting the PIs ability to finish the proposal. In addition, delays in IRB approval caused
setbacks to the initial start of the project.
Evaluation of Results
Data Maintenance and Security
Information regarding COVID-19 patients’ power of attorney, designated family
members authorized to receive medication information, and healthcare proxies were collected
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using the University hospital’s Epic electronic healthcare record database system. Names and
phone numbers of those individuals were collected and stored on an Excel spreadsheet on the
PI’s password protected private laptop computer and the hospitals computer system. Additional
access was not granted to anyone without the PI’s knowledge and permission. The collected
information included patient names, room numbers, and medical record numbers (MRN) to
ensure proper identification of the correct family member, in addition to the names, relationships,
and phone numbers of family members and appropriate persons allowed to receive medical
information regarding the patient’s hospital stay. This was the only information retrieved from
the medical healthcare record, no other personal information was collected..
Data Analysis
Project data was analyzed to determine efficiency and success of the COVID ICU
Communication Guide. Distribution of surveys occurred both pre-and post-implementation of
the study. Family members of current COVID-19 patients hospitalized in the COVID ICU
received the survey at the start of the pre-implementation phase. The survey intended to gauge
the current communication standards and participants’ satisfaction on how current dissemination
of healthcare information occurs. Measured areas include family satisfaction and stress. The
project utilized a 5-point Likert-style questionnaire which consists of a series of statements that
focus on the participants’ attitudes of a specific topic (Willits et al., 2016). The scale views the
information as being positive or negative to reduce bias. The scale was numbered from 1 to 5,
with a 1 rating being more negative and a 5 rating being more positive. In addition, subjects
rated their feelings on a topic based on a bipolar scale including strongly agree, neutral and, and
strongly disagree. The responses to each question were displayed on an Excel sheet with the
number of each response recorded. The survey was generated by qualtrics and the link was
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dispersed via email. The questions assessed basic demographic information, information
sharing, dignity and respect, participation and collaboration, satisfaction with the COVID ICU
Communication Guide, stress, and, when applicable, the dying process. Participants’ subjective
perspective of stress in their current situation while their family member is admitted to the
COVID ICU was measured using the 10-item PSS survey.
Several statistical methods were used to analyze the data received from the pre- and
post-intervention surveys. The satisfaction surveys were adapted based on the FS-ICU 24
surveys that test patient satisfaction (Min et al., 2018). Descriptive and inferential statistics was
used to display the variables of the participants. Descriptive statisics consists of three major
categories, measurements of frequency, mreasurements of central tendency, and measurements of
dispersion or variation (Mishra et al., 2019). Central tendency descriptive statistics was utilized
to provide one value for the distribution, the mean, to represent the entire distribution of data.
Increases in satisfaction and decreases in stress were observed based on pre- and
post-implementation data findings. Despite a low sample size, the t-test analysis determined the
accuracy of the data obtained (Kim & Park, 2019).
Outcome Measures.
Outcome measures for this project assessed the effectiveness of the COVID ICU
Communication Guide on family members’ stress related to communication with hospital
staff. During the pre-implementation phase, 29 family members agreed to participate, however
13 people completed the consents and surveys that were sent. In addition, during
implementation, nine family members agreed to participate, seven of those family members
completed the consents and were sent the COVID ICU Communication Guide, and three of those
completed the post-implementation survey. The overall satisfaction of communication
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between healthcare staff and family members of isolated COVID-19 patients was measured. The
initial goal of implementation of the COVID ICU Communication was an increase in the overall
satisfaction score by 75%. Satisfaction surveys were used to evaluate those findings following
the discharge of patients from COVID ICU after a minimum three day stay. When comparing
the satisfaction scores from the pre-implementation phase to the post-implementation phase, an
overall increase occurred by 5.6% from an overall pre-survey satisfaction score of 77.08% to an
overall post-survey satisfaction score of 82.68%. The surveys regarding overall satisfaction
contained four different categories: dignity and respect, information sharing, participation, and
collaboration. Each category showed increases within the data; dignity and respect increased
from a mean score of 4.06 to 4.60, information sharing showed an increase from a mean score of
3.96 to 4.17, however participation and collaboration showed a decrease from a mean score of
3.44 to 3.33.
The PSS survey gathered data regarding the outcome measure of stress experienced by
family members related to the COVID ICU admission. The factor influencing the PSS score
included the family members’ improved access to information. Surveys conducted pre- and
post-intervention addressed the stress and satisfaction of family members related to
communication. There was a decrease in stress by at least 15% due to changes in
communication. The changes that occurred included enhanced consistency and clarity in the
information provided by staff and the ability to recall information regularly due to COVID ICU
Communication Guide’s daily update recording sheets. When comparing the PSS scores from the
pre-implementation phase to the post-implementation phase, there was a 3.55% increase in stress
following the use of the COVID ICU Communication Guide. The data collected was analyzed
utilizing the SAS statistical program and compared the mean scores of the pre- and
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post-implementation data. The means were not analyzed using a t-test due to the small sample
size; therefore, the means were analyzed using a simple mean analysis. See Tables 1 and 2
shows the demographic data of the participants and Tables 3 and 4 for the means of each
question and the overall scoring.

Table 1
Pre-Implementation Participant Demographic Data
Participants
Sex
Age

Relationship
ICU
Experience
Living
Situation
Living
Location

N=13
Female
Male
18-29
30-49
50-69
Spouse
Parent
Sibling
Children
Experience
No Experience
Lives with Patient
Doesn't live with the patient
Dallas
Different Texas City
Different State

n=
10
3
1
4
8
5
1
1
6
8
6
6
7
8
2
3

%
77%
23%
8%
31%
62%
38%
8%
8%
46%
62%
46%
46%
54%
62%
15%
23%

n=
2
1
2
1
1

%
67%
33%
67%
33%
33%

Table 2
Post-Implementation Participant Demographic Data
Participants
Sex
Age
Relationship

N=3
Female
Male
30-49
>70
Spouse
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ICU Experience
Living Situation
Living Location

Children
Experience
No Experience
Lives with Patient
Doesn't live with the patient
Dallas
Different Texas City

2
2
1
1
2
2
1

67%
67%
33%
33%
67%
67%
33%

Table 3
Pre-Intervention Survey Data

PSS Data
PSS-19
PSS-20
PSS-21
PSS-22
PSS-23
PSS-24
PSS-25
PSS-26
PSS-27
PSS-28
Total
Mean
Stress %

Pre Data
Mean Per Question Satisfaction Data
3.62
IS_2
3.08
IS_3
3.92
IS_4
3.31
IS_5
3.31
IS_6
3.00
RD_8
3.62
RD_9
3.38
PC_11
2.85
PC_12
2.85
PC_13
3.294
65.88%

Total Mean
Satisfaction %

Mean per Question
4.23
4.00
4.08
4.00
4.00
4.23
3.69
4.46
4.00
1.85

IS Mean
RD Mean
PC Mean

4.06
3.96
3.44

3.85
77.08%

Note: PSS means perceived stress scale, IS means information sharing, RD meaning respect
and dignity, and PC means participation and collaboration

Table 4
Post-Intervention Survey Data
Post Data

PSS Data
PSS-19
PSS-20
PSS-21

Mean Per
Question
4.00
4.00
4.00

CCG Data
CCG-15
CCG-16
CCG-17

Mean Per
Question
5.00
4.00
1.00

Satisfaction Data
IS_2
IS_3
IS_4

Mean
per
Question
4.67
4.67
4.33

IS Mean
RD Mean
PC Mean

4.60
4.17
3.33
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PSS-22
PSS-23
PSS-24
PSS-25
PSS-26
PSS-27
PSS-28
Total
Mean
Stress %

3.33 CCG-18
2.67 CCG-19
4.00
4.00
3.67
2.67
2.33

4.00
2.67

IS_5
IS_6
RD_8
RD_9
PC_11
PC_12
PC_13

4.67
4.67
4.33
4.00
4.67
3.33
2.00

3.47 Total Mean
69.34% CCG%

3.33
66.68%

Total Mean
Satisfaction %

4.13
82.68%

Note: PSS means perceived stress scale, IS means information sharing, RD meaning respect and
dignity, PC means participation and collaboration, and CCG means COVID Communication Guide

Process Measures
Process measures for this study examined family members’ use of the COVID ICU
Communication Guide. The expectation was for 90% of families to receive the COVID ICU
Communication Guide upon admission to the COVID ICU. The sample size was affected due to
lack of participation; family members agreed to participate but failed to complete the consents or
complete the surveys. Consequently, those family members failed to receive up to date
information on the progress of the patient. The PI scheduled follow-up phone calls three days
after families received the COVID ICU Communication Guide. Thereafter, a once weekly
follow-up phone call was made to the participating family member by principal investigator
(PI) to assess for family use of the guide and to address any questions. Those phone calls were
tracked and documented.
During the pre-implementation phase, approximately 41% of families participated in the
survey collection for baseline data. Approximately 70% of the families of patients admitted
during the implementation phase received the ICU Communication Guide; families that did not
speak English and those that did not wish to participate were exempt from the study.
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Approximately 90% of participates received follow-up phone calls weekly after receiving the
communication guide.
Balancing Measures
Balancing measures examined included time saved by staff answering phone calls and
staff time management due to the decreased time spent answering phone calls. Unfortunately, no
objective data could be obtained for these balancing measures.

Discussion
Healthcare Quality Impact
The implementation of the communication guide within the COVID ICU included
reducing stress amongst family members of COVID-19 patients. According to Davidson et al.
(2017), there is a substantial impact on the mental health of nearly one half of family members
when their loved ones admitted with an acute illness. Family members experience increased
stress due to a breakdown in communication between them and hospital staff leading to
increased frustration and worsening relationships between providers, nurses, and those
individuals (Davidson et al., 2017). Developing the communication guide helped to mitigate
the gap that exists in information sharing between providers and family members.
Economic and Cost Benefits
A direct measurement of cost was not included with in this study. With future use of
the guide, economic benefits might occur due to increase productivity amongst the staff by
reducing the amount of time spent on the phone with families. The reduction in time on the
phone could allow for the staff to redirect their time to improve productivity when caring for
the patient.
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Project Limitations
Balancing Measures. Several limitations presented during the pre-implementation and
the implementation phase of the project. An attempt was made to analyze the balancing measure
of phone calls received by family members daily. The purpose for tracking those call was to
determine if the guide was improving family’s recall of information provided to them due to the
use of the COVID ICU Communication Guide. Unfortunately, due to the inability to actually
track phone calls received on the unit and the differences in attitudes of the staff, tracking phone
calls was impossible both subjectively and objectively. The objective to the project was to
measure improvement of staff time management in relation to the decreased time spent
answering phone calls. However, there was no fundamental way to modify the electronic health
record to account for this objective, therefore, this limitation prevented this PI to measure time
management appropriately. In addition, this PI was unable to obtain time management
subjectively due to the inability to measure this objectively.
COVID ICU Communication Guide. To measure compliance, this PI resorted to
subjective data only due to the inability to track compliance for the use of the communication
guide. The subjective data that was collected included, “are you using the COVID ICU
Communication Guide provided to you?”, “do you have any questions on the use of the COVID
ICU Communication Guide?, “do you have any feedback for the COVID ICU Communication
Guide that was provided to you?”, “have you found the COVID ICU Communication Guide
helpful so far?”. Effort were made to conduct follow-up phone calls three days after receiving
the guide, however, only 80% of families received the follow-up. The lack of follow-up phone
calls resulted in a decrease in subjective data in regard to compliance of the guide. In addition,
the PI was unable to translate the guide in other languages causing a reduction in sample size.
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Four families were excluded from the project due to a language barrier and the inability to
translate the guide to their primary language.
At the beginning of the implementation phase on February 18, 2021, healthcare
professionals administered approximately 65.1 million COVID-19 vaccines to the United States
population (Haseman, 2021). Following the rollout of the vaccine, the COVID ICU experienced
a significant decrease in census of COVID patients. Due to the sharp decline in the patient
census, the sample size decreased significantly.
Sustainability
The goal is for continuation of the communication guide after project completion. It is
important to sustain this innovation due to the nature of the COVID-19 disease and the
continued increase in prevalence throughout the United States. Visitor restrictions within the
COVID population are still mandatory causing families to experience a breakdown in
communication and lack of understanding due to their absence. The plan for sustainability is to
present the positive project data results to the management of the COVID ICU and suggest its
use for future COVID patients.
Recommendations
Practice Implications
To increase the COVID population sample size and help additional families in need due
to isolation and restrictions, expanding the project to include COVID ICU and COVID
non-acute floors could improve the sample size. The PI would construct a COVID guide for
the non-acute floor and distribute it to the families of those patients that wish to provide family
members updates. In addition, providing the guide in additional languages can improve sample
size and expand the population of families reached. Finally, additional studies would be
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recommended to compare effectiveness of communication guide over a longer implementation
period.
Policy Implications
Currently, there are no agency policies or protocols regarding provider communication
with family members. Policies specifically designed to focus on communicating to families
can be developed in the future as a result of the projects implementation.
Dissemination
Project results will be disseminated via a PowerPoint poster presentation to clinical site
staff and administration following the University of Arkansas DNP Intensive Presentation. The
COVID ICU manager and director will receive the results of the satisfaction surveys via a
summary report depicting the changes in satisfaction and overall response to the COVID ICU
communication Guide. Dissemination of project results to University of Arkansas committee,
faculty, and students will occur via a virtual poster presentation at the DNP Intensive on April
15, 2021. The annual Arkansas Nurse Practitioner Association and the annual North Texas
Nurse Practitioners host conferences to present project results and data. Conferences allow for
future publication of information and results of the study for further utilization within the
isolated populations. The PI has registered for the annual Arkansas Nurse Practitioner
Association conference to disseminate the results of the project and is awaiting acceptance to
present. Project findings can be shared with publication journals including Geriatric Nursing,
Collegian, Intensive Care Medicine, Critical Care Medicine, American Journal of Respiratory
and Critical Care Medicine, Journal of Aging & Social Policy, and Journal of Critical Care.
These journals have recently provided articles and resources on COVID-19 or ICU
communication methods.
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Conclusion
The DNP project provided insight on how to improve communication between families
and hospital staff. Despite the limited data, the implementation of the communication guide
proved to reduce stress of COVID ICU patient families. There was an overall increase in
satisfaction by 5.6% from an overall pre-survey satisfaction score of 77.08% to an overall
post-survey satisfaction score of 82.68%. However, when comparing the PSS scores from the
pre-implementation phase to the post-implementation phase, there was a 3.55% increase in stress
following the use of the COVID ICU Communication Guide. This was done through enhancing
the communication in a situation associated with increased stress to family members. Further
research is needed to expand the implementation phase to reach additional families expanding
the sample size and improving the overall results. Additionally, further dissemination can occur
by extending the research to subsequent hospitals housing COVID patients throughout the
Northeast Texas area. The project has proven that enhanced communication through the use of
the communication guide can improve the relationships between staff and families of isolated
patients.
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Appendix A: Global Aims Statement
Write a Theme for Improvement: Improve communication and reduce stress through facilitated
communication of the isolated critically ill patients in the COVID MICU.
Global Aim Statement
Create an aim statement that will help keep your focus clear and your work productive:
We aim to improve: the patient family communication and reduce family stress of isolated COVID-19
patients admitted to the medical intensive care unit (MICU)
(Name the process)
In: _UT Southwestern Medical Center in Dallas TX_________________________________
(Clinical location in which process is embedded)
The process begins with: patient admission into COVID MICU.
(Name where the process begins)
The process ends with: The patient is discharged from the hospital.
(Name the ending point of the process)
By working on the process, we expect: Decreased anxiety, depression, and stress amongst family
members and increase in family satisfaction of knowledge and understanding of patient situation and
status
(List benefits)
It is important to work on this now because: Research shows that there is an increase in stress, anxiety,
and depression amongst family members of ICU patients due to lack of understanding of the situation
and a decrease in communication that providers and nurses (Heydari et al., 2020). With direct focus on
the families to improve communication during this new time of isolation, brought on stress to family
members that is displaced to staff can be decreased and the family will feel more involved and aware.
(List imperatives)
Specific Aim Statement
We will: x improve 🞐 increase

decrease

number/amount of 🞐 percentage of communication of COVID ICU patient family members
(process)
From: Low satisfaction scores for family satisfaction in the ICU________________
(baseline state/number/amount/percentage)
The: x quality of

To/By: Improved anxiety, communication, and satisfaction, and less stress on providers and staff from frustrated family
members and higher satisfaction scores
By: March 31st, 2021_
(date)

(describe the change in quality or state the number/amount/percentage)
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Appendix B: Pre-Implementation Process Flow Chart

Process beginning or
end.
Activity Step
Waits and Delays
Things you don’t
know
Process flow direction
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Appendix C: Post-Implementation Process Flow Chart

Process beginning or
end.
Activity Step
Process flow direction
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Appendix D: EMSON Evidence Table
Authors

Benjamin R
Mackie
Marion
Mitchell

Y
e
a
r

Country
where
research
conducted

Theory guiding the
study and
identification of
variables

Independent or
Treatment

Dependent or
Outcome

Variable(s)

Variable(s)

Australia

No theory
discussed in the
study

Patient
interventions
lead by family
or caregivers

Patient
outcomes
due to
family
involvement

Integrative
Review

Patient and
family
engagement
initiatives in
the ICU.
Barrier of
implementatio
n

Patient
outcomes

Descriptive
Study

2
0
1
8

Literature from
2014 to 2016

Andrea
Marshall

Design type

Sample

Data

(N = )

Collection
tools

Method

N = 11
Nonprobabi
lity Sample

Single Hospital
site

Systematic
article search
Mixed
Method
Appraisal
Tool
(MMAT)

Adults
Ruth Kleinpell
Daren K
Heyland
Jeffrey Lipman
Charles L
Sprung
Mitchell Levy
Mervyn Mer
Younsuck Koh
Judy Davidson
Ahmed Taha
J. Randall
Curtis

2 United
0 States
1
Canada
8
Australia
Israel
South
Africa
United
Arab
Emirates

No theory
discussed in the
study
ICU
demographics
●
●
●
●

Type
Bed size
Average LOS
City, region,
country

N = 345
Convenienc
e Sample

Online
Survey
3-point Likert
Scale
Two
Open-ended
Questions
Research
Electronic
Data Capture

Brief Summary
of Results

Strength
of
evidence

Throughout all
studies,
interventions
that promoted
family
involvement in
the care of
acute patients
improved
patient
outcomes

Moderat
e

Although there
are a number of
patient and
family
engagement
initiatives are
being
implemented in
the ICU
worldwide,
there are
variations to
practice.
Extended
visitation
improved ICU
delirium and
shortened LOS.

Moderat
e to Low

81

Selena S Au
Amanda Roze
des Ordons

2 Canada
0
1
7

No theory was
discussed in this
study

Andrea Soo

Family members
of ICU patients

Simon
Guienguere

ICU providers
ICU staff

Henry T
Stelfox

●
●
●
●

Michael J
Goldfarb
Lior Bibas
Virginia
Bartlett
Heather Jones
Naureen Khan

2 United
0 States
1
Canada
7

Changes in
family
stress,
family
teaching,
and family
meetings.

Cross-Secti
onal Survey

Patient and
Family-centere
d care
interventions
in the ICU

Changing
patient
outcomes

Systematic
Review

N = 63
family
members
N = 258
Providers
Convenienc
e Sample

Online
surveys
Open ended
questions
Closed-ended
questions

Physicians
Nurses
Respiratory
therapists
Social
workers

No theory was
discussed in this
study
Age
Critical care
Patient- or
family-centered
care
Outcomes and
outcome
assessment
●
●

Family
members and
providers of
patients
admitted to the
ICU engaging
in patient
rounds

Morbidity
Mortality

N = 46
Nonprobabi
lity study

Systematic
article search
PRISMA
Guidelines

With the
inclusion of
family
members in
rounds,
providers found
to have an
increase in time
spent on
rounds, but
with shorter and
less frequent
family meetings
later. In
addition, a
reduction in
teaching later,
but a reduction
in likelihood of
discussing
unfavorable
information.

Moderat
e

Interventions
increased
patient and
family
satisfaction,
improved
mental health
status, and
decreased
resource
utilization in
ICUs. A
meta-analysis
of the highest
quality
randomized

High

82

●
●
●
●

Karen E Burns
Cheryl Misak
Margaret
Herridge

2 Canada
0
1
8

studies showed
no significant
difference in
mortality, but
there was a
mean decrease
in ICU length
of stay.

Satisfaction
Psycholic
symptoms
Functional
status
Quality of life

No theories were
discussed
Patient and family
engagement

Patient and
family
engagement in
the ICU

Patient
outcomes

Systematic
Review

N= 16
facilitators

Systematic
article search

The research
focusing on the
core concepts
and elements of
family centered
care (FCC)
would enhance
the
understanding
and adoption of
FCC, improve
family
engagement in
care and
positively
impact
nurse–patient–f
amily
engagement.

Moderat
e

Number of
comorbidities

PTSD
Symptoms

Longitudin
al study

N=211

Questionnaire
s

Family
caregivers of
intensive care
unit patients
report high
levels of
post-traumatic
stress
symptoms.
Higher levels of

Moderat
e

Patient and family
involvement

Maureen O
Meade

Challenges to
patient
willingness

Simon
Oczkowski

Guidance on
engagement

Hanne B
Alfheim
Kristin Hofso
Milda C
Smastuen
Kirsti Toien
Leiv A
Rosseland

2 Norway
0
1
8

No theory was
discussed
Gender
Age
Daily care of
children aged <
18 years

Level of
Hope

Mixed
model
analysis

83

Tone Rustoen

Previous
experience with
an ICU

hope were
associated with
fewer
post-traumatic
stress
symptoms.

Other life events
Level of
education
Cohabitation
status
Employment
status
Their relationship
with the patient.
JiYeon Choi
Judith A Tate
Michael P
Donahoe

2 United
0 States
1
6

No theory was
discussed
Age
Gender

Dianzu Ren

Ethnicity

Leslie A
Hoffman

Relationship with
patient

Eileen R
Chasens

Education level
Sleep quality
Sleep/wake
pattern
Wake after sleep
onset
Sleep efficiency
Primary diagnosis
of patient

Family
caregivers of
ICU survivors

Subjective
sleep quality

Quantitativ
e

N=28
caregivers

Objective
sleep/wake
variables

Longitution
al Study

Descriptive
and
inferential
statistical
analysis

Single‐cent
re,
prospective
, cohort,
cross‐secti
onal study

Pittsburgh
Sleep Quality
Index [PSQI]
SenseWear
Armband
objective
sleep/wake
variables
measurement
s
CES‐D10
Brief Zarit
Burden
Interview‐

53.6%
caregivers
reported poor
sleep quality
across all time
points. Worse
sleep reported
by caregivers
who were
employed and a
non‐spouse.

High

84

Charlson
Comorbidity
Score of patient
APACHE II Score
of patient
Length of stay of
patient
Days on
mechanical
ventilation of
patient
Home discharge
status of patient
Judy E
Davidson
Sidney Zisook

2 United
0 States
1
7

Middle range
theory
Post–intensive
care syndrome

Intervention
specific to
family-centere
d care

Current
practice

Systematic
review

N/A

Systematic
article search

To optimize the
support of the
family of
critically ill
patients in the
ICU. In
addition,
communication
with family
members,
family
presence,
family support,
consultations
and ICU team
members, and
operational and
environmental
issues.

High

Families
participating in
ICU Care

Dimensions

Scoping
Review

N= 33
articles

Systematic
Article
reivew

This review
showed that
family

Low

Post–intensive
care
syndrome–family

Abbas Heydari

2 Iran
0

No theory was
discussed

Prerequisite

85

Mohammadhes
am Sharifi
Ahmad Bagheri
Moghaddam

2
0

Family members
of older adult
patients admitted
to ICU
Medical ICU

Facilitators

PubMed

Barriers

CINAHL

Consequenc
es

EmBase
Scopus
Cochrane

Types of
evidence:
●
●
●
●
●
●

Descriptive
Interventional
Qualitative
studies
Review
Quality
improvement
projects
Clinical
guidelines

members could
participate in
the provision of
physical and
non- physical
care to older
adult patients
admitted to
ICU. Their
participation in
ICU care has
the potential to
improve the
physical,
emotional,
psychological
and
psychological
outcomes of
older adult
patients and
their family
members as
well as reduce
the burden of
the healthcare
system.
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Appendix E: Concept Map of DNP Project
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Appendix F: Rosswurm and Larrabee’s Model for Evidence-Based Practice Change

88

Appendix G: Logic Model
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Appendix H: Gantt Chart
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Appendix I: Statement of Mutual Agreement of DNP Guidance
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Appendix J: Demographic Data Collection Sheets
Room
Patient Patient MRN Participant
Number Last
First
Last Name
Name Name

Participant Participant
First Name Phone
Number

Participant
Address (if
applicable)
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Appendix K: Pre- Implementation Survey Data Collection Sheets
Demographics
Sex
Female
10

Male
3

<18 y/o
0

Spouse
5

My age is:
30-49 y/o
4

18-29 y/o
1

Choose not to answer
0

50-59 y/o
8

I am the patient’s:
Sibling
Parent
0
6

Partner
0

>70 y/o
0

Child
2

Other
0

Before this most recent event, have you been involved as a family member of a patient in
an ICU (Intensive Care Unit)?
Yes
No
8
5
Do you live with the patient?
Yes
6

No
7

If no, then on average how often do you see the patient?
More than
Weekly
3

Dallas Texas
8
Information
Sharing
Frequency of
Communication
with ICU
Providers: How
often doctors
communicated to
you about your
family member’s
condition?

Weekly

Monthly

Once a year

1

1

1

Where do you live?
Different City in Dallas
Out of State
2
3

1

2

2

0

Number of each response
3
4
5

1

5

Less than once a
year
1

Out of the country
0

6

Average
Score

96

Ease of getting
information:
Willingness of
ICU staff to
answer your
questions?
Understanding of
Information: How
well ICU staff
provided you
with explanations
that you
understood
Honesty of
Information:
The honesty of
information
provided to you
about your family
member’s
condition
Completeness of
Information: How
well ICU staff
informed you
what was
happening to your
family member
and why things
were being done?
Consistency of
Information: The
consistency of
information
provided to you
about your family
member’s
condition (Did
you get a similar
story from the
doctor, nurse,
etc.)
This question
refers to the death
of your family

0

2

1

2

8

1

1

1

4

6

1

0

1

6

5

1

0

2

5

5

0

2

1

5

5

0

0

0

0

1

11

97

member, please
chose N/A if this
is not applicable
to your situation.
During the death
and dying
process, do you
feel as though the
staff provided
you with any and
all information
you needed
during that time?

Respect and
Dignity
Did you feel
included in the
decision-making
process?
Did you feel
supported during
the
decision-making
process?
This question
refers to the
death of your
family member,
please chose
N/A if this is not
applicable to
your situation.
During the final
hours of your
family member’s
life, which of the
following best
describes your
views:

1

Number of each response
2
3
4
5
1

1

1

9

1

3

0

4

5

0

0

0

1

0

1

6

11

Average
Score

98

Participation
and
1
Collaboration
Did you feel that 0
the providers
were interested in
you and what was
best for your
family member?
Did you feel you 3
had control over
the care of your
family member?
When making
2
decisions, did you
have adequate
time to have your
concerns
addressed and
questions
answered?
This question
refers to the death
of your family
member, please
chose N/A if this
is not applicable
to your situation.
During the last
0
few hours before
your family
member’s death,
which of the
following best
describes your
views:

Number of each response
2
3
4
5
1

1

2

9

0

0

1

9

6

11

0

0

0

1

11

Average
Score

99

Perceived Stress
Scale
Since the patient’s
admission to the
COVID ICU, how
often have you
been upset
because of
something that
happened
unexpectedly?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
that you were
unable to control
the important
things in your
life?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
nervous and
“stressed”?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
confident about
your ability to
handle your
person problems?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
that things were
going your way?
Since the patient’s
admission to the
COVID ICU, how
often have you
found that you
could not cope

1

Number of each response
2
3
4

5

1

0

7

0

5

1

3

5

2

2

0

1

4

3

5

1

1

6

3

2

1

1

5

5

1

1

3

4

5

0

Average
Score

100

with all the things
that you had to
do?
Since the patient’s
admission to the
COVID ICU, how
often have you
been able to
control irritations
in your life?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
that you were on
top of things?
Since the patient’s
admission to the
COVID ICU, how
often have you
been angered
because of things
that were outside
of your control?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
difficulties were
piling up so high
that you could not
overcome them?

1

1

3

5

3

0

3

4

4

2

0

5

6

1

1

1

4

5

2

1
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Appendix L: Post- Implementation Survey Data Collection Sheets
Demographics
Sex
Female
2

Male
1

<18 y/o
0

Spouse
1

My age is:
30-49 y/o
2

18-29 y/o
0

Choose not to answer
0

50-59 y/o
0

I am the patient’s:
Sibling
Parent
0
2

Partner
0

>70 y/o
1

Child
0

Other
0

Before this most recent event, have you been involved as a family member of a patient in
an ICU (Intensive Care Unit)?
Yes
No
1
2
Do you live with the patient?
Yes
2

No
1

If no, then on average how often do you see the patient?
More than
Weekly
1

Dallas Texas
2
Information
Sharing
Frequency of
Communication
with ICU
Providers: How
often doctors
communicated to
you about your
family member’s
condition?

Weekly

Monthly

Once a year

0

0

0

Where do you live?
Different City in Dallas
Out of State
1
0

1

2

0

0

Number of each response
3
4
5

0

1

2

Less than once a
year
0

Out of the country
0

6

Average
Score

102

Ease of getting
information:
Willingness of
ICU staff to
answer your
questions?
Understanding of
Information: How
well ICU staff
provided you
with explanations
that you
understood
Honesty of
Information:
The honesty of
information
provided to you
about your family
member’s
condition
Completeness of
Information: How
well ICU staff
informed you
what was
happening to your
family member
and why things
were being done?
Consistency of
Information: The
consistency of
information
provided to you
about your family
member’s
condition (Did
you get a similar
story from the
doctor, nurse,
etc.)
This question
refers to the death
of your family

0

0

0

1

2

0

0

0

1

2

0

0

0

2

1

0

0

0

1

2

0

0

2

0

1

0

0

0

0

0

3
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member, please
chose N/A if this
is not applicable
to your situation.
During the death
and dying
process, do you
feel as though the
staff provided
you with any and
all information
you needed
during that time?

Respect and
Dignity
Did you feel
included in the
decision-making
process?
Did you feel
supported during
the
decision-making
process?
This question
refers to the death
of your family
member, please
chose N/A if this
is not applicable
to your situation.
During the final
hours of your
family member’s
life, which of the
following best
describes your
views:

1

Number of each response
2
3
4

5

0

0

1

0

2

0

0

1

1

1

0

0

0

0

3

Average
Score

104

Participation
and
Collaboration
Did you feel that
the providers
were interested in
you and what was
best for your
family member?
Did you feel you
had control over
the care of your
family member?
When making
decisions, did you
have adequate
time to have your
concerns
addressed and
questions
answered?
This question
refers to the death
of your family
member, please
chose N/A if this
is not applicable
to your situation.
During the last
few hours before
your family
member’s death,
which of the
following best
describes your
views:

1

Number of each response
2
3
4
5

0

0

0

0

3

0

0

0

3

0

0

3

0

0

0

0

0

6

3

Average
Score

105

COVID ICU
Communication
Guide
How did you feel
using the COVID
ICU
Communication
Guide?
What was your
motivation to use
the COVID ICU
Communication
Guide?
When recalling
past updates about
my family
member’s status, I
felt the COVID
ICU
Communication
Guide:
Honesty of
Information:
The honesty of
information
provided to you
about your family
member’s
condition
When I called and
spoke with staff
regarding updates,
how often did they
refer to the
COVID ICU
Communication
Guide:

1

Number of each response
2
3
4

5

0

0

0

0

3

0

0

0

3

0

3

0

0

0

0

0

1

0

0

2

1

0

1

1

0

Average
Score

106

Perceived Stress
Scale
Since the patient’s
admission to the
COVID ICU, how
often have you
been upset
because of
something that
happened
unexpectedly?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
that you were
unable to control
the important
things in your
life?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
nervous and
“stressed”?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
confident about
your ability to
handle your
person problems?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
that things were
going your way?
Since the patient’s
admission to the
COVID ICU, how
often have you
found that you
could not cope

1

Number of each response
2
3
4

5

0

0

1

1

1

0

0

1

1

1

0

0

1

1

1

0

0

2

1

0

0

1

2

0

0

0

0

1

1

1

Average
Score

107

with all the things
that you had to
do?
Since the patient’s
admission to the
COVID ICU, how
often have you
been able to
control irritations
in your life?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
that you were on
top of things?
Since the patient’s
admission to the
COVID ICU, how
often have you
been angered
because of things
that were outside
of your control?
Since the patient’s
admission to the
COVID ICU, how
often have you felt
difficulties were
piling up so high
that you could not
overcome them?

0

0

1

1

1

0

0

1

2

0

0

1

2

0

0

0

2

1

0

0

108

Appendix M: Pre-Implementation Survey

Family Satisfaction with Communication in the COVID
Intensive Care Unit
How are we doing?
Your opinions about your family member’s recent admission to the Intensive Care
Unit (ICU)
Your family member was a patient in the COVID ICU at UT Southwestern Medical
Center, Clements University Hospital. You were identified as being the “next- of-kin” or a
family member that received medical information from a member of the staff during their
stay. The questions that follow ask YOU about your family member’s most recent
COVID-19 ICU admission. We understand that there were probably many staff
members involved in caring for your family member. We know that there may be
exceptions, but we are interested in your overall assessment of the quality of
communication we delivered during this tough and changing time. We understand that
this was probably a very difficult time for you and your family members knowing the
restrictions to visitation. We would appreciate you taking the time to provide us with your
opinion. Please take a moment to tell us what we did well and what we can do to make
our COVID ICU better. Please be certain that all responses are confidential. The
Doctors and Nurses who looked after your family member will not be able to identify
your responses.
DEMOGRAPHICS: Please complete the following to help us know a little more
about you and your relationship to the patient.
1. I am:

Male

2. My age is:

Female

<18 y/o

Choose not to answer
18-29 y/o

30-49 y/o

50-69 y/o

>70y/o

3. I am the patient’s: (Please circle choice)
Spouse

Partner

Sibling

Parent

Child

Other (please specify): ____________

4. Before this most recent event, have you been involved as a family member of a
patient in an ICU (Intensive Care Unit)?
Yes

No

5. Do you live with the patient?
Yes

No

If no, then on average how often do you see the patient? (Please circle choice)
More than weekly

Weekly

Monthly

Once a year

6. Where do you live?
In the city where the hospital is located

Out of town

Less than once a year
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FAMILY SATISFACTION WITH DECISION-MAKING AND
COMMUNICATION AROUND CARE OF CRITICALLY ILL PATIENT
INFORMATION SHARING:
This part of the questionnaire is designed to measure how you feel about YOUR
involvement in decisions and communication related to your family member’s health
care. In the COVID Intensive Care Unit (ICU), your family member may have received
care from different people. We would like you to think about ALL the care your family
member received when you are answering the questions.
1. Frequency of Communication with ICU Providers: How often doctors
communicated to you about your family member’s condition?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
2. Ease of getting information: Willingness of ICU staff to answer your
questions?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
3. Understanding of Information: How well ICU staff provided you with
explanations that you understood?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
4. Honesty of Information: The honesty of information provided to you about
your family member’s condition?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
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5. Completeness of Information: How well ICU staff informed you what was
happening to your family member and why things were being done?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
6. Consistency of Information: The consistency of information provided to
you about your family member’s condition (Did you get a similar story from
the doctor, nurse, etc.)
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
7. This question refers to the death of your family member, please chose N/A
if this is not applicable to your situation. During the death and dying
process, do you feel as though the staff provided you with any and all
information you needed during that time?
1. I felt I didn’t receive any information
2. I felt I only received a little bit of information
3. I felt I received some information
4. I felt I received a lot of information
5. I felt as though they told me everything they knew
6. N/A
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RESPECT AND DIGNITY:
During your family member’s stay in the COVID ICU, you were required to make or
discuss many important decisions regarding the care your loved one received. From the
following questions, pick one answer from each of the following set of ideas that best
matches your views:
8. Did you feel included in the decision-making process?
1. I felt very excluded
2. I felt somewhat excluded
3. I felt neither included nor excluded from the decision-making process
4. I felt somewhat included
5. I felt very included
9. Did you feel supported during the decision-making process?
1. I felt very overwhelmed
2. I felt slightly overwhelmed
3. I felt neither overwhelmed nor supported
4. I felt supported
5. I felt very supported
10. This question refers to the death of your family member, please chose N/A
if this is not applicable to your situation. During the final hours of your
family member’s life, which of the following best describes your views:
1. I felt that he/she was very uncomfortable
2. I felt that he/she was slightly uncomfortable
3. I felt that he/she was slightly comfortable
4. I felt that he/she was very comfortable
5. N/A

PARTICIPATION AND COLLABORATION:
During your family member’s stay in the COVID ICU, many important decisions were
made regarding the health care they received. From the following questions, pick one
answer from each of the following set of ideas that best matches your views:
11. Did you feel that the providers were interested in you and what was best for
your family member?
1. I felt they were never interested in what I had to say
2. I felt they were slightly disinterested in what I had to say
3. I felt they was neither interest nor disinterest
4. I felt they were somewhat interested in what I had to say
5. I felt they were very interested in what I had to say
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12. Did you feel you had control over the care of your family member?
1. I felt really out of control and that the health care system took over and
dictated the care my family member received
2. I felt somewhat out of control and that the health care system took over
and dictated the care my family member received
3. I felt neither in control nor out of control
4. I felt I had some control over the care my family member received
5. I felt that I had good control over the care my family member received
13. When making decisions, did you have adequate time to have your
concerns addressed and questions answered?
1. I could have used more time
2. I had adequate time
14. This question refers to the death of your family member, please chose N/A
if this is not applicable to your situation. During the last few hours before
your family member’s death, which of the following best describes your
views:
1. I felt very abandoned by the health care team
2. I felt abandoned by the health care team
3. I felt neither abandoned nor supported by the health care team
4. I felt supported by the health care team
5. I felt very supported by the health care team
6. N/A

PERCEIVED STRESS SCALE: (Cohen et al., 1983)
During your family member’s stay in the COVID ICU, family members might experience
stress due to numerous factors. The questions in this scale ask you about your feelings
and thoughts during the last month. In each case, you will be asked to indicate how
often you felt or thought a certain way. From the following questions, pick one answer
from each of the following set of ideas that best matches your views:
15. Since the patient’s admission to the COVID ICU, how often have you been
upset because of something that happened unexpectedly?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
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16. Since the patient’s admission to the COVID ICU, how often have you felt
that you were unable to control the important things in your life?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
17.

Since the patient’s admission to the COVID ICU, how often have you felt
nervous and “stressed”?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often

18. Since the patient’s admission to the COVID ICU, how often have you felt
confident about your ability to handle your person problems?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
19. Since the patient’s admission to the COVID ICU, how often have you felt
that things were going your way?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
20. Since the patient’s admission to the COVID ICU, how often have you found
that you could not cope with all the things that you had to do?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
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21. Since the patient’s admission to the COVID ICU, how often have you been
able to control irritations in your life?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
22. Since the patient’s admission to the COVID ICU, how often have you felt
that you were on top of things?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
23. Since the patient’s admission to the COVID ICU, how often have you been
angered because of things that were outside of your control?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
24. Since the patient’s admission to the COVID ICU, how often have you felt
difficulties were piling up so high that you could not overcome them?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often

We would like to thank you very much for your participation and your opinions.
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Appendix N: Post-Implementation Survey

Family Satisfaction with Communication in the COVID
Intensive Care Unit
How are we doing?
Your opinions about your family member’s recent admission to the Intensive Care
Unit (ICU)
Your family member was a patient in the COVID ICU at UT Southwestern Medical
Center, Clements University Hospital. You were identified as being the “next- of-kin” or a
family member that received medical information from a member of the staff during their
stay. The questions that follow ask YOU about your family member’s most recent
COVID-19 ICU admission. We understand that there were probably many staff
members involved in caring for your family member. We know that there may be
exceptions, but we are interested in your overall assessment of the quality of
communication we delivered during this tough and changing time. We understand that
this was probably a very difficult time for you and your family members knowing the
restrictions to visitation. We would appreciate you taking the time to provide us with your
opinion. Please take a moment to tell us what we did well and what we can do to make
our COVID ICU better. Please be certain that all responses are confidential. The
Doctors and Nurses who looked after your family member will not be able to identify
your responses.
DEMOGRAPHICS: Please complete the following to help us know a little more
about you and your relationship to the patient.
1. I am:

Male

2. My age is:

Female

<18 y/o

Choose not to answer
18-29 y/o

30-49 y/o

50-69 y/o

>70y/o

3. I am the patient’s: (Please circle choice)
Spouse

Partner

Sibling

Parent

Child

Other (please specify): ____________

4. Before this most recent event, have you been involved as a family member of a
patient in an ICU (Intensive Care Unit)?
Yes

No

5. Do you live with the patient?
Yes

No

If no, then on average how often do you see the patient? (Please circle choice)
More than weekly

Weekly

Monthly

Once a year

6. Where do you live?
In the city where the hospital is located

Out of town

Less than once a year

116

FAMILY SATISFACTION WITH DECISION-MAKING AND
COMMUNICATION AROUND CARE OF CRITICALLY ILL PATIENT
INFORMATION SHARING:
This part of the questionnaire is designed to measure how you feel about YOUR
involvement in decisions and communication related to your family member’s health
care. In the COVID Intensive Care Unit (ICU), your family member may have received
care from different people. We would like you to think about ALL the care your family
member received when you are answering the questions.
1. Frequency of Communication with ICU Providers: How often doctors
communicated to you about your family member’s condition?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
2. Ease of getting information: Willingness of ICU staff to answer your
questions?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
3. Understanding of Information: How well ICU staff provided you with
explanations that you understood?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
4. Honesty of Information: The honesty of information provided to you about
your family member’s condition?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
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5. Completeness of Information: How well ICU staff informed you what was
happening to your family member and why things were being done?
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
6. Consistency of Information: The consistency of information provided to
you about your family member’s condition (Did you get a similar story from
the doctor, nurse, etc.)
1. Poor
2. Fair
3. Good
4. Very Good
5. Excellent
7. This question refers to the death of your family member, please chose N/A
if this is not applicable to your situation. During the death and dying
process, do you feel as though the staff provided you with any and all
information you needed during that time?
1. I felt I didn’t receive any information
2. I felt I only received a little bit of information
3. I felt I received some information
4. I felt I received a lot of information
5. I felt as though they told me everything they knew
6. N/A

RESPECT AND DIGNITY:
During your family member’s stay in the COVID ICU, you were required to make or
discuss many important decisions regarding the care your loved one received. From the
following questions, pick one answer from each of the following set of ideas that best
matches your views:
8. Did you feel included in the decision-making process?
1. I felt very excluded
2. I felt somewhat excluded
3. I felt neither included nor excluded from the decision-making process
4. I felt somewhat included
5. I felt very included
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9. Did you feel supported during the decision-making process?
1. I felt very overwhelmed
2. I felt slightly overwhelmed
3. I felt neither overwhelmed nor supported
4. I felt supported
5. I felt very supported
10. This question refers to the death of your family member, please chose N/A
if this is not applicable to your situation. During the final hours of your
family member’s life, which of the following best describes your views:
1. I felt that he/she was very uncomfortable
2. I felt that he/she was slightly uncomfortable
3. I felt that he/she was slightly comfortable
4. I felt that he/she was very comfortable
5. N/A

PARTICIPATION AND COLLABORATION:
During your family member’s stay in the COVID ICU, many important decisions were
made regarding the health care they received. From the following questions, pick one
answer from each of the following set of ideas that best matches your views:
11. Did you feel that the providers were interested in you and what was best for
your family member?
1. I felt they were never interested in what I had to say
2. I felt they were slightly disinterested in what I had to say
3. I felt they was neither interest nor disinterest
4. I felt they were somewhat interested in what I had to say
5. I felt they were very interested in what I had to say
12. Did you feel you had control over the care of your family member?
1. I felt really out of control and that the health care system took over and
dictated the care my family member received
2. I felt somewhat out of control and that the health care system took over
and dictated the care my family member received
3. I felt neither in control nor out of control
4. I felt I had some control over the care my family member received
5. I felt that I had good control over the care my family member received
13. When making decisions, did you have adequate time to have your
concerns addressed and questions answered?
1. I could have used more time
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2.

I had adequate time

14. This question refers to the death of your family member, please chose N/A
if this is not applicable to your situation. During the last few hours before
your family member’s death, which of the following best describes your
views:
1. I felt very abandoned by the health care team
2. I felt abandoned by the health care team
3. I felt neither abandoned nor supported by the health care team
4. I felt supported by the health care team
5. I felt very supported by the health care team
6. N/A

COVID ICU COMMUNICATION GUIDE:
As part of this study, a communication guide was given to you that included information
about the COVID ICU, information about equipment, and pages to record information
on. From the following questions, pick one answer from each of the following set of
ideas that best matches your views:
15. How did you feel using the COVID ICU Communication Guide?
1. I felt it was very hard to use
2. I felt it was slightly hard to use
3. I felt it was neither easy nor hard to use
4. I felt it was slightly easy to use
5. I felt it was very easy to use
16. What was your motivation to use the COVID ICU Communication Guide?
1. I didn’t want to use it at all
2. I sometimes used it
3. I felt neither motivated nor unmotivated to use it
4. I felt somewhat motivated to use it
5. I felt very motivated to use it
17. When I called and spoke with staff regarding updates, how often did they
refer to the COVID ICU Communication Guide:
1. Staff never mentioned the COVID ICU Communication Guide
2. Staff hardly ever mentioned the COVID ICU Communication Guide (at
least once since I received the guide)
3. Staff would sometimes mention the COVID ICU Communication Guide (at
least once a week)
4. Staff would mention the COVID ICU Communication Guide often (every
other day)

120

5. Staff would always mention the COVID ICU Communication Guide (at
least once a day)

18. When recalling past updates about my family member’s status, I felt the
COVID ICU Communication Guide:
1. I didn’t recall any information
2. It was hard to recall some information
3. Made it neither easy nor hard to recall information
4. Made it somewhat easy to recall information
5. Made it really easy to recall information

PERCEIVED STRESS SCALE: (Cohen et al., 1983)
During your family member’s stay in the COVID ICU, family members might experience
stress due to numerous factors. From the following questions, pick one answer from
each of the following set of ideas that best matches your views:
19. Since the patient’s admission to the COVID ICU, how often have you been
upset because of something that happened unexpectedly?
1. Never
2. Almost never
3. Sometimes
4. Fairly often
5. Very often
20. Since the patient’s admission to the COVID ICU, how often have you felt
that you were unable to control the important things in your life?
6. Never
7. Almost never
8. Sometimes
9. Fairly often
10. Very often
21.

Since the patient’s admission to the COVID ICU, how often have you felt
nervous and “stressed”?
11. Never
12. Almost never
13. Sometimes
14. Fairly often
15. Very often

22. Since the patient’s admission to the COVID ICU, how often have you felt
confident about your ability to handle your person problems?
16. Never
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17.
18.
19.
20.

Almost never
Sometimes
Fairly often
Very often

23. Since the patient’s admission to the COVID ICU, how often have you felt
that things were going your way?
21. Never
22. Almost never
23. Sometimes
24. Fairly often
25. Very often
24. Since the patient’s admission to the COVID ICU, how often have you found
that you could not cope with all the things that you had to do?
26. Never
27. Almost never
28. Sometimes
29. Fairly often
30. Very often
25. Since the patient’s admission to the COVID ICU, how often have you been
able to control irritations in your life?
31. Never
32. Almost never
33. Sometimes
34. Fairly often
35. Very often
26. Since the patient’s admission to the COVID ICU, how often have you felt
that you were on top of things?
36. Never
37. Almost never
38. Sometimes
39. Fairly often
40. Very often
27. Since the patient’s admission to the COVID ICU, how often have you been
angered because of things that were outside of your control?
41. Never
42. Almost never
43. Sometimes
44. Fairly often
45. Very often
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28. Since the patient’s admission to the COVID ICU, how often have you felt
difficulties were piling up so high that you could not overcome them?
46. Never
47. Almost never
48. Sometimes
49. Fairly often
50. Very often
We would like to thank you very much for your participation and your opinions.
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Appendix O: COVID ICU Communication Guide
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Appendix Q: PDSA Cycles
PDSA #1
OBJECTIVE: Increase sample size
Change Idea: Increase to three weeks of pre-implementation
Plan: Conduct three weeks of baseline data collection
Do: Change the implementation date from 1/30/2021 to 2/6/2021
Study: During the first two days of survey collection, 11 family members agree to participate
and were sent consents to sign
Act: Follow up with family members that were sent consents but have yet to sign.
PDSA #2
OBJECTIVE: Increase sample size
Change Idea: Call families daily and increase pre-implementation phase
Plan: Conduct a four week baseline data collection period and increase frequency of calls
Do: Change the implementation date from 2/6/2021 to 2/14/2021. Call families daily rather
than twice a week
Study: By increasing the frequency of calls, more families are reached and agree to
participation
Act: Call families on 2/1, 2/2, and 2/5 to increase family contact
PDSA #3
OBJECTIVE: Increase sample size
Change Idea: Follow up with families via phone call

Due Date
1/19/21
1/19/21
1/21/21
1/24/21

Due Date
1/26/21
1/26/21
1/30/21
2/5/21

Due Date
Plan: Receive consent from participants that agreed to the study but have not completed
documents to receive the survey
Do: Reach out to each participant individually via email to resend the consent forms and
determine issues with participating

2/7/21
2/4/21

Study:2/10 confirmed participants finished consents and were sent surveys

2/6/21

Act: Contact participants that have not responded via telephone, not email, and discuss
participation and if they are still interested

2/8/21

PDSA #4
OBJECTIVE: Update Communication Guide
Change Idea: Complete changes by copy editor
Due Date
Plan:Complete changes to the COVID ICU Communication Guide that were provided by copy
editor and plan for distribution by the end of the week Sunday, February 14th

2/14/21
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Do: Conduct a review of the edits on Feburary 8th and complete the changes necessary and
print 10 copies of the Communication Guide to prepare for mail distribution if needed

2/8/21

Study: All changes completed on time and guide is ready for distribution and the
implementation phase
2/14/21
Act: Start the implementation of the communication guide Wednesday February 17th.
2/17/21
PDSA #5
OBJECTIVE: Begin Implementation
Change Idea: Transition from pre-implementation to implementation and change date of implementation
Due Date
Plan: Begin the implementation process for the COVID ICU Communication Guide by making
phone calls and obtaining consent from families by Monday, February 17th.

2/17/21

Do: Conduct a chart review of current COVID ICU families on February 17th to collect
demographic data.

2/17/21

Study: On February 17th I was unable to make the necessary phone calls and gather the data
due to a schedule change requiring me to work.

2/17/21

Act: Implementation was pushed to February 20th and mailing of the first communication
guides will occur on February 21st

2/21/21
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Implementation Timeline

Progress
New Changes
Received UARK IRB
12/23/2020
Approval
Received UTSW IRB
01/13/2021
Approval
Research information
01/18/2021 to 01/22/2021
sessions were conducted for
night and day shift staff
Chart reviews for COVID
PDSA Cycle: Increase sample
01/17/2021 to 02/15/2021
ICU patient’s family
size through extending date of
members was conducted
pre-implementation data
01/20/2021
Consented and sent 3 surveys collection.
01/29/2021
Consented and sent 3 surveys
01/30/2021
Consented and sent 2 surveys
02/07/2021
Consented and sent 2 surveys
02/10/2021
Consented and sent 2 surveys
COVID ICU Communication PDSA Cycle: Update
prepared to distribute for the
communication guide
02/14/2021
start of the implementation
phase
02/21/2021
Consented and sent 2 surveys
Begin implementation phase
PDSA Cycle: Begin
with chart reviews for
implementation
02/20/2021 to 03/31/2021
COVID ICU patient’s family
members
Consented and sent 3
02/28/2021
communication guides
Appendix R: Implementation Evolution Over Time
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Appendix S: Recruitment Script
Hello _________________,
My name is Kandace Williams. I am a nurse practitioner student in the doctoral program in the
Eleanor Mann School of Nursing at the University of Arkansas. I am working with UT
Southwestern Clements University Hospital in Dallas, TX to improve communication methods
between family members of patients admitted to the COVID ICU and hospital staff. Previously,
the communication between providers and family members lacked standardization. The purpose
of this COVID ICU Communication Guide is to improve the communication between family and
staff.
Because your family member is admitted to the COVID ICU, your participation would include a
survey, scheduled phone conversations, and a guide that will be given to you to write all updates,
questions you might have, and a place for your thoughts and feelings. The guide is for you to
keep and will not be required to return following the completion of this study. Would you be
willing to participate in this screening?
Thank you for your consideration of participating in this very important study.

Kandace Williams BSN, RN, CCRN, DNP Student
Dr. Michele Kilmer, DNP, APRN, CPNP-PC

141

Appendix T: Consent Forms
Consent to be part of a Research Study
To be conducted at
The University of Texas Southwestern Medical Center

Key Information about this Study
The purpose of this project is to improve the communication between staff and families of
COVID-19 intensive care unit (ICU) patients, and reduce stress and anxiety related to lack of
information. Through the use of the COVID ICU Communication Guide, families will receive
general information regarding the COVID ICU, expectations of staff and families, and
documents to record daily updates, questions, and thoughts and feelings of overall experience.
This study will beginning January 2021 and end March 31, 2021. Your participation is dependent
on how long the patient is admitted to the COVID ICU.
The aim for this project is to enhance patient, family, and provider communication and reduce
family stress of isolated COVID-19 patients admitted to the COVID ICU. The goal of the project
is to increase overall satisfaction scores related to communication by 75% from the baseline
data.
RISKS
There is a potential for psychological and emotional strain on families with the introduction to
more information. Confidentiality is a risk when handling patient information. There are no
suspected economic risk factors related to the study intervention.
BENEFITS
Benefits related to the study include a reduction in stress experienced by family members of
hospitalized COVID-19 patients. The improved relationships can help reduce stress and
frustration felt by the family members related to lack of information. Furthermore, enhanced
communication and strategies will allow families to feel more up to date on patient prognosis
and feel involved in their care despite the isolated status.
Information about this form
You may be eligible to take part in a research study. This form gives you important information
about the study.
Please take time to review this information carefully. You should talk to the researchers about
the study and ask them any questions you have. You may also wish to talk to others (for
example, your friends, family, or a doctor) about your participation in this study. If you decide to
take part in the study, you will be asked to sign this form. Before you sign this form, be sure you
understand what the study is about, including the risks and possible benefits to you.
Voluntary Participation - You do not have to participate if you don't want to. You may also leave
the study at any time. If you decide to stop taking part in this research study, it will not affect
your relationship with the UT Southwestern staff or doctors. Whether you participate or not will
have no effect on your legal rights or the quality of your health care.
If you are a medical student, fellow, faculty, or staff at the Medical Center, your status will not be
affected in any way.

142

General Information – “Who is conducting this research?”
Principal Investigator
The Principal Investigator (PI) is the researcher directing this study; the PI is responsible for
protecting your rights, safety and welfare as a participant in the research. The PI for this study
is Kandace Williams, BSN, RN, CCRN, and Department of Internal Medicine, at UT
Southwestern Medical Center
Purpose – “Why is this study being done?”
The purpose of this Doctorate of Nursing Practice (DNP) quality improvement (QI) project is to
reduce stress related to ineffective communication with the hospital staff experienced by families
who have a family member admitted to the intensive care unit (ICU) with the novel coronavirus
(COVID-19). Including families in patient care is associated with a decrease in physical, mental,
emotional, and psychological stress of both families and patients, as well as a reduction in the
burden on the healthcare system (Heydari et al., 2020). Despite these positive outcomes,
restrictions to visitation, isolation of the patient population, and complexity of the COVID-19 care
management reduce engagement between providers, staff members, and family members.
You are asked to participate in this research study of family stress related to patient diagnosis of
COVID-19 and inpatient admission to the COVID ICU. Currently, there is no consistent method
for families to document phone calls regarding patient updates and status changes. It is
expected that facilitating daily communication between staff and family members and including
the COVID Communication Guide will ease their anxiety and give opportunities to answer
questions related to prognosis and treatment options.
The researchers hope to learn that there is a reduction in family anxiety, stress, and staff
relationships through improving communication with families and staff and ensuring that updates
to the plan of care are discussed and agreed upon.
Information about Study Participants – “Who is participating in this research?”
You are being asked to be a participant in this study because you were identified by the patient,
or in the patient’s chart, as a person who is authorized to receive medical information.
How many people are expected to take part in this study?
This study will enroll approximately 150 study participants.
Information about Study Procedures – “What will be done if you decide to be in the
research?”
While you are taking part in this study, you will be contacted via telephone by the PI
approximately once per week to discuss any questions or concerns regarding the
communication guide. This phone call will take approximately 5 to 15 minutes.
Study Procedures - as a participant, you will undergo the following procedures:
The following is the suggested procedures that will take place:
•
The patient and family member will be screened to determine eligibility
o Patient
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•
•
•

•
•
•

▪ Admitted to COVID ICU at UT Southwestern Medical Center
▪ At least 18 years of age
Designated family will be determined by chart or patient to receive medical
information
Designated family members will be emailed a link for a survey to complete regarding
current communication satisfaction
Designated family members will be emailed or mailed the COVID ICU
Communication Guide to record all updates, questions, and thoughts and feelings
throughout the patient’s stay in the COVID ICU
o Recording in the Communication Guide can occur at any time while the patient is
admitted.
Designated family member will receive a phone call within three days of receiving the
COVID ICU Communication Guide and weekly that will last approximately five to 20
minutes to answer questions and receive feedback
At the end of the patient’s stay in the COVID ICU or the completion of the project,
whichever comes first, the remaining families will be emailed a survey to complete
Families will keep the COVID ICU Communication Guide with no responsibility to
return

Risks – “What are the risks of participation in the research?”
RISKS
There is a potential for psychological and emotional strain on families with the introduction to
more information. Individual family members may feel overwhelmed by the information that is
provided to them or may feel as though it is too much information. In addition, confidentiality is
a risk when handling patient information. The designated family members contact information
will be stored in the principal investigators (PI) personal laptop computer that is password
protected. There are no suspected economic risk factors related to the study intervention.
Potential loss of participant privacy and confidentiality of data collected during this study can
occur. The project investigator and the facility are committed to handling all patient data in
accordance with HIPAA standards.
For more information about risks and side effects, ask one of the researchers or study staff.
Benefits – “How could you or others benefit from your taking part in this study?”
The possible benefit of your participating in this study is a reduction in stress experienced by
family members of hospitalized COVID-19 patients. The improved relationships can help
reduce stress and frustration felt by the family members related to lack of information.
Furthermore, enhanced communication and strategies will allow families to feel more up to date
on patient prognosis and feel involved in their care despite the isolated status
We hope the information learned from this study will benefit other people with similar conditions
in the future.
Confidentiality – How will your records be kept confidential?
Information we learn about you in this study will be handled in a confidential manner, within the
limits of the law. If we publish the results of the study in a scientific journal or book, we will not
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identify you. The Institutional Review Board and other groups that have the responsibility of
monitoring research may want to see study records which identify you as a subject in this study.
How will my information be used?
Your personal information collected during this study will not be used or distributed for future
research studies even if the information is de-identified and cannot be linked back to you.
Research policies require that private information about you and the patient be protected and
this is especially true for the patient’s health information. However, the law sometimes allows or
requires others to see your information. The information given below describes how your
privacy and the confidentiality of your research records will be protected in this study.
What is Protected Health Information (PHI)?
Protected Health Information is information about a person’s health that includes information
that would make it possible to figure out who’s it is. According to the law, you have the right to
decide who can see your protected health information. If you choose to take part in this study,
you will be giving your permission to the investigators and the research study staff (individuals
carrying out the study) to see and use your information for this research study. In carrying out
this research, the information we will see and use about you will include:
● Patient’s Name
● Patient’s MRN
● Designated family members name
● Designated family members contact information
● If applicable, designated family members address
We will get this information by conducting a chart review of patients admitted to the COVID ICU
at UT Southwestern Medical Center.
How will your PHI be shared?
Because this is a research study, we will be unable to keep your PHI completely confidential.
We may share your information with people and groups involved in overseeing this research
study including:
● The following collaborators at other institutions that are involved with the study: University of
Arkansas Project Committee staff
● The members of the local research team.
● The Institutional Review Board, Human Research Protection Program Office and the
Compliance Office of the University of Texas Southwestern Medical Center, and other
groups that oversee how research studies are carried out.
● The Research offices at University of Texas Southwestern Medical Center
If you decide to participate in this study, you will be giving your permission for the groups named
above, to collect, use and share your information. If you choose not to let these groups collect,
use and share your information as explained above, you will not be able to participate in the
research study.
How will your PHI be protected?
In an effort to protect your privacy, the study staff will use code numbers instead of your name,
to identify your information. If the results of this study are reported in medical journals or at
meetings, you will not be identified. The principal investigator will keep all personal demographic
data collected for communication purposes in a laptop computer that is password protected.
Participant data will be kept confidential to the extent allowed by law and University policy. The
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researcher is legally obligated to report specific incidents which include, but may not be limited
to, incidents of abuse and suicide risk.
How long will your PHI be used?
By signing this form, you agree to let us use and disclose your health information for purposes
of the study until the end of the study. This permission to use your personal health information
expires when the research ends and all required study monitoring is over.
Contact Information – Who can you contact if you have questions, concerns,
comments or complaints?
If you have questions now, feel free to ask us. If you have additional questions, concerns,
comments or complaints later or you wish to report a problem which may be related to this study
please contact:
Primary contact:
Kandace Williams BSN, RN, CCRN can be reached at +1(716) 906-1371
The University of Texas Southwestern Medical Center Human Research Protection Program
(HRPP) oversees research on human subjects. HRPP and Institutional Review Board (IRB)
representatives will answer any questions about your rights as a research subject, and take any
concerns, comments or complaints you may wish to offer. You can contact the HRPP by calling
the office at 214-648-3060.
Research Consent & Authorization Signature Section
If you agree to participate in this research and agree to the use of your protected health
information in this research, sign this section. You will be given a copy of this form to keep. You
do not waive any of your legal rights by signing this form.
SIGN THIS FORM ONLY IF THE FOLLOWING STATEMENTS ARE TRUE:
● You have read (or been read) the information provided above.
● Your questions have been answered to your satisfaction about the research and about
the collection, use and sharing of your protected health information.
● You have freely decided to participate in this research
● You authorize the collection, use and sharing of your protected health information
(another person’s protected health information) as described in this form.
Adult Signature Section

Printed Name of
Participant

Signature of Participant

Appendix U: Copy of Approval Letter

Date

Time
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PM
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Appendix V: HIPAA Completion Forms
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Appendix W: Copy of Site’s IRB Approval
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